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Vasoconstriction 
combined with 
antibiotic therapy 


NEO-SYNEPHRINE 


(brand of phenylephrine) 


with 


CRYSTALLINE 
PENICILLIN 


upper respiratory tract infections, 
topical application penicillin the nasal cav- 
ity has decided bacteriostatic action against 
typical respiratory pathogenic microorganisms. 


provide for such therapy, 
Neo-Synephrine combined with penicillin— 
shrinking engorged mucous membranes and 
allowing free access the antibiotic. 


Neo-Synephrine—a potent vasoconstrictor 
does not lose its effectiveness repeated ap- 
plication notable for relative freedom from 
sting and absence compensatory congestion. 


NEO-SYNEPHRINE 


with 


CRYSTALLINE PENICILLIN 


Stable Full Potency 


New 13,,.N.Y. Winosor, Ont. 


Supplied in combination package for preparing 10 cc. of 
a fresh buffered solution containing Neo-Synephrine hydro- 
chloride 0.25% and Penicillin 5000 units per cc. 


Neo-Synephrine, trademark reg. U.S. & Canada 
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LENSOMETER gives the critical 
accuracy you need over the entire 
range measurements. 


dependability... 


LENSOMETER has the superior 
design, workmanship, and ma- 
terials stand under long, 
hard usage that would often 
cause less accurate devices be- 
come inoperative. 


convenience... 


LENSOMETER easy read, 
simple operate, requires 
involved calculations. 


versatility... 


LENSOMETER accommodates 
high low single vision, 


Only American Optical Company 
makes the LENSOMETER. For 
complete satisfaction now and the 
years come, accept substitutes. 
convincing demonstration LEN- 
SOMETER superiority will gladly 
arranged any Branch Office. 
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What 
CORRECTED 
lens CORRECT 
for your 


takes more than the word “corrected” the lens envelope assure 
form clear center-to-edge vision for your patients. least six aberrations 
appear ophthalmic lenses. these, marginal astigmatism one which 
makes impossible the sharp focusing rays which enter obliquely through 
the lens. And the Orthogon lens series designed eliminate the effect 
marginal astigmatism. makes possible clear vision—center-to-edge 


for your patients. 


The Orthogon system lens 
correction based the 
principle that only through 
reduction astigmatic vari- 
level below the 
physiological limits hu- 
man utmost 


clarity vision achieved. 


Soft-Lite, too 


BAUSCH LOMB 


AVAILABLE THE WIDEST RANGE SINGLE-VISION, 


ABSORPTIVE AND MULTI-FOCAL TYPES 
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SYMPOSIUM: 
Ma 


MALIGNANT TUMORS 


Nose, PARANASA! 


LIGNANT NEOPLASMS OF THE 


EVALUATION OF SwuRGICAI 


LeRoy A. Scuati, M.D., Boston, Mass. 
MALIGNANT NEOPLASMS OF 


EvaLuaTION OF RADIATION 
Maurice Lenz, M.D., New York, N. Y., by invitation 
Toncur, Tonsits AND 


MALIGNANT NEOPLASMS OF THE 


EVALUATION OF SURGICAL TREATMENT 


THE 


TREATMENT 


Nose, NASOPHARYNX AND PARANASAL SINUSES: 


THERAPY 


Henry B. Orton, M.D., Newark, N. 


MALIGNANT NEOPLASMS OF THI 
EVALUATION OF RADIATION 


Isaporre Lamps, Ann 
QUESTIONS AND ANSWERS 


PropLeEMS OF THI 


Septum 1n Ruinopcastic 
Oscar J. Brecker, M.D., Chicago, 
ILI. CHanGres ATTRIBUTED TO THE 


or Eye In Ace: 

Kornzweic, M.D., New York, N. Y. 

Concenitat Cyst oF THE Optic Nerve with ENCFPHALOCELE 
GEORCIANA M.D., Oak Park, Ill. 


A. 


H, Mippretron, M.D., Chicas 


BriLatTerat Cystic Massive SEPARATION OF THE RETINA IN A JUVENILE 


TONGUE, 
THERAPY 


Arbor, Mic h., by 


Parker Heatu, M.D., Boston, Mass. 


Josern GINSBERG, 


NEW INSTRUMENTS 
A Binocutar Dissecting Microscope ApyustasLte Distance 
Wirtiiam T. K. Bryan, M.D., St. Louis, Mo. 
A Protective For ENposcopy 
Mitton R. Himatstetn, M.D., Bay Pines, Fla. 


Prasterk Cap with Curvep ARM 


GERSON LOWENTHAL, 


A Heatiess AuToMATIC 
Hans Von Lepen, 


HuMIbDITY 
M.D., Chicago, 


Unit 


TONSIL, AND HyPoPpHARYNX: 


TABLE CONTENTS 


SINUSES AND 


invitation 


SURGERY 
Ill. 


M.D., Boston, Mass., by invitation 


Bumper 
M.D., Cincinnati, Ohio 


HEATER FOR PRENEATING NASOPHARYNGEAL AND LARYNGEAL MIRRORS 
Water J. Aaceson, M.D., Anderson, Ind. 


NEBULIZER FOR CONTROLLED 


TEMPERATURE 


H UMIDIFICATION 


Cuester M. Weseman, M.D., Berkeley, Calif. 
An Acrytic Tracneotomy 
Criaupe S. Mumma, M.D., Los Angeles, Calif. 
A New Cataract Suture 
Harvey E. Tuorre, M.D., Pittsburgh, Pa. 
An E.ectric CoaGULATOR 
H. Rommet Hitpretu, M.D., St. Louis, Mo. 
A Neepte to Puncture Lenses with Tense CapsuLe 
Lours Datry, Jr., M.D., and 


Ray M.D., Houston, Texas 


NASOPHARYNX: 


AcinG Process 


invitation 


A Mecuanicat Device FoR THE INSERTION OF CORNEOSCLERAL SUTURES 
Bruno S. Priesttey, M.D., New York, N. Y. 
A Novet TrEPHINE 
Watter R. Seip, M.D., Pittsburgh, Pa. 


Tue Verticat Inpicator: For Use 1n THE D1aGNnosis OF VERTICAL Ocutar Muscie Paresis 
Cor. 


In MEMORIAM 


J. H. Kine, Jr. (MC), Honolulu, Hawaii 
A Portaste Bepsipe TANGENT SCREEN 
A Cornea MARKER FOR SQUARE TRANSPLANTS 
Aaron A. Maxnis, M.D., Chicago, IIl., by invitation 
A Corneat Dovusite Fixation Forceps 
Brenvan D. Leaney, M.D., Lowell, Mass. 
Tear Sac SPECULUM 
Water H. Fink, M.D., Minneapolis, Minn. 
A Toornep CHALAzION Forcers FOR MARGINAL CHALAZIA 
Brenpan D. Leaney, M.D., Lowell, Mass. 
A Harp Prastic Spectacte Lens 
Maurice W. Nucent, M.D., Los Angeles, Calif. 


Burt Russert Suurtey—In MemMorIAM 


EDITORIALS 


Etiguette FoR Mepicat SPEAKERS AND MepicaL AUDIENCES 


Lester A. Brown, M.D., Atlanta, Ga. 


AMERICAN AssocraTION oF Eye, Ear, Nose anp Turoat Society SECRETARIES: 


ANNUAL 


MeEetinc—1950 


Home Strupy Courses 
INDUSTRIAL OPHTHALMOLOGY 


IntTRODUCTORY STATEM 
ILLUSTRATIVE LANTERN SLIDES TO BE SHOWN AT PROFESSIONAL 


MepicaL Society MEETINGS 


Cor. Victor A. Byrnes (MC), Randolph Field, Texas 
Sicnrricant Resutts 
Ernst Simonson, M.D., Minneapolis, Minn. 
Diviston Takes Over Eye Sarety 
James R. Rute, Oak Ridge, Tenn. 
ConTINUING ON INDUSTRIAL Eyt 
Prepared and edited M.D., Hammond, Ind. 
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Choose the UNIT 
fit your technique 


busy physician you can conserve your energy, yet serve 
more patients with Ritter ENT designed especially 
help you utilize your skills more thoroughly. You can treat 
patients without moving from the chair. stretch the arm 
brings air, water, vacuum, electricity, waste into immediate use. 
Equally accessible are spray bottles, medicaments and low voltage 
instruments. Diagnostic and treatment time kept minimum 


with patients more ease. Low voltage instruments are 


Model MA, Type 


swinging cuspidor at 


properly angled for easy grasp. 


right of chair. 


Then, too, there Ritter ENT Unit fit your favorite 
operating technique. The Ritter cuspidor can the right 
left part the unit, or, separate piece equipment. 
Ritter ENT Units are made position either 


right left the chair. 

Model MB, Type 2 Unit, 
at left, surgical cuspidor 
at right of chair. 


2 


Start enjoy the advantages Ritter ENT Unit best 


suited your technique. 


Model MB, Type 1 Unit, 


COMPANY 
RITTER PARK, N.Y. 


at right, surgical cus- 
pidor at left of chair. 
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follicular 

“prompt clinical response” 
with 


Terramy 


] ULTURE DAILY NUMBER OF 
follicular pyogenes clinical 
tonsillitis response. 
fever after 
hours 
treatment 


Case report taken from Herrell, W. E.; Heilman, F. R.; Wellman, W. E., 
and Sasthatntiae, L. A.: Proc. Staff Meet., Mayo Clin. 25:183 (Apr. 12) 1950. 


CRYSTALLINE 


HYDROCHLORIDE 


the basis findings obtained over 150 leading medi- 


cal research centers, daily mouth divided doses 


6h. suggested for most acute infections. severe in- 
fections, high initial dose Gm.) higher daily doses 


Gm.) should used. Treatment should continued 


for least hours after the temperature normal and 


acute symptoms subside. 


250 mg. capsules, bottles and 100; 
100 mg. capsules, bottles and 100; 
mg. capsules, bottles and 


Antibiotic Division 
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COMPLETE TREATMENT ROOM SMALL AREA 


The dimensions in the above photograph are 5’ 9” along one wall and 4’ 2” along the other. In this area, 
conveniently arranged, is everything needed to make a complete examination. However, it need not be con- 
fined to this limited space. The complete absence of piping and wiring is especially noticeable. A number 
of other arrangements will be furnished on request. 


Treatment Stand: Covered with stainiess steel. Contains: air regulator with gauge, tubing, cutoff and air 
filter; nasopharyngoscope rheostat; push button; cautery transformer and rheostat; transilluminator complete 
with rheostat, cord, handle, lamps, antrum and frontal tips; seven metal drawers on fiber runners and one 
large drawer for towels; waste container; bakelite covered work table; space for six spray bottles, twelve 
solution bottles, shelf for cotton jars; pocket for history card or prescription blanks; and a spray bottle 
heater; the whole presents an attractive appearance and will not tarnish and is easy to keep clean. Price 
complete without glassware $185.60. Without air but with electrical equipment $155.00. With air equipment 
only $140.00. Without either air or electrical equipment $110.00. 


Choir: Can be placed in horizontal position, will not tip in this position; raised and lowered by large hand 
wheel; paper covered headrest removable; locked with foot-pedal; bakelite armrests removable. Back locks 
rigidly in any position. As shown in brown. $130.00. 


Turning Chair: By adding a footrest and the necessary handles this chair can be used for turning tests. All 
the additional equipment is easily and quickly removable. Add. $25.00. 


Combined Suction and Cuspidor: This is an entirely new piece of equipment. !t was designed to eliminate 
the cost of installing a separate suction. The apparatus is 12” wide and projects 13144” from the wall. The 
flushing rim and the suction is furnished with a vacuum breaker and should meet all plumbing requirements. 
Stop and trap not furnished. Available in ivory, green and white. Price $80.00. 


Ceiling Light: A telescopic light attached to the ceiling. May also be attached to base board in back of 
chair. Available in 4, 5, 6 and 7 ft. (extended). 4 ft. $15.50 (add one dollar per ft.). 


Light Shield: Takes an ordinary 100 watt lamp. Will not burst; spot can easily be rotated. $5.00. 


Stool: A soft upholstered stool with easy running ball bearing stem casters. $20.00. Stool with back, $26.00. 
All Prices are F.0.B. Los Angeles, Calif. 


Surgical Mechanical Research 
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Whether the patient ambula- 
tory hospitalized, it’s effective 
and easy use the AEROHALOR 

for penicillin powder inhalation therapy. 
Treatment almost simple breathing: just 
insert powder cartridge, then inhale 
through the The inspired air motivates 
ingenious tap-sift mechanism which releases 
small, regulated amount finely divided penicillin 
powder. The powder floats through the 
wide opening, swept unimpeded into the respiratory 
tract. Powerful antibacterial effects are exerted locally. 
The portable, permanent. comes 
assembled for oral inhalation—with separate, easily inter- 
changed nosepiece. AEROHALOR* Cartridges, each con- 
taining 100,000 units penicillin potassium, are prescribed 
separately, packed three air-tight vial. 
The next time penicillin aerosol therapy indicated, 


remember the efficiency and 
convenience. available pharmacies. 


The Inhalation 
the Management 


POWDER INHALER) 


ner. Prac., 11:649, July. 


*Trade mark for Abbott Sifter Cartridge. Aerohalor and Aerohalor Cartridges patented in U. S. and foreign countries. 
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The New and Efficient 
Harrington Erisophake 


Surgeons seem prefer the slightly tapered, 
pencil-like hand piece this Harrington 
erisophake, with its cut-outs for facile control 
the vacuum. The instrument makes use 
modified, shallow, Dimitry-type cup pull the 
capsule forward around the lens equator, thus 
tightening and drawing the zonule tangen- 
tially forward the anterior surface the Each, $17.00 
lens. The lines stress the capsule are 
evenly distributed all meridians, thus min- 
imizing capsular rupture. The zonule, placed 
mechanical disadvantage, more easily rup- 
tured, often traction alone. 


Park Eye Speculum 


The short, fenestrated blades the Park 

Speculum provide wide retraction with out- 

ward tension eliminate pressure the eye- 

ball. There added attachment for the 

outer canthus. Each blade held Each, $17.50 
position locking screw which also serves 
for attaching superior rectus sutures, and the 

entire retractor locks securely. Properly made, 

stainless and non-magnetic. 


Instrument Makers the Profession Since 1895 
ompany CHICAGO 12, ILLINOIS 
Our Big, All New Store Building Is Now Open... We Hope to See You Soon 
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ACUTE OTITIS MEDIA 
REMOVAL IMPACTED 


ADJUNCT SYSTEMIC ANTI- 
INFECTIVE THERAPY 


CONTAGIOUS DISEASE EAR INVOLVEMENTS 


(Highest obtainable grav.) 
Benzocaine ................ 0.21 GRAMS 


CHRONIC SUPPURATIVE OTITIS MEDIA 
FURUNCULOSIS AND 


AURAL DERMATOMYCOSIS 
Sulfathiazole 1.46 GRAMS 


Glycerol (DOHO) Base..16.4 GRAMS 


Nasal Decongestant WITHOUT Circulatory 

Respiratory Effect 

COMMON PRE AND 
POSTOPERATIVE NASAL FEVER 
ALLERGIC AND HYPERTROPHIC RHINITIS 


FORMULA: Desoxyephedrine Saccharinate 0.50% w/v isotonic aqueous 
solution with 0.02% Laurylammonium saccharin. Flavored. 


Supplied THE DOHONY 


NON-TOXIC BACTERICIDAL Also for Office and Hospital 
in Pint bottles. 


Scientific and Data sent 


Also MALLON Makers RECTALGAN 
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DOHO CORP.. 100 Varick St.. New York 
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Now instant, Doctor, 


Just Make This Simple Test: 


PHILIP MORRIS are LESS IRRITATING 


Morris 
Take INHALE. Just 
s-l-o-w-l-y let the smoke come through 
your nose. Easy, it? AND NOW... 


... light your 

present brand 
INHALE. Just take puff and 
let the smoke come through 
your nose. Notice that bite, that sting? 


YES, your own personal experience confirms the results 


the clinical and laboratory tests.* With proof 


conclusive, would not good practice suggest 
PHILIP your patients who smoke? 


Morris 


Philip Morris Co., Ltd., Inc. 
100 Park Avenue, New York 17, 


Soc. Exp. Biol. and Med., 1934, 32, 241-245; State Journ. Med., Vol. 35, 6-1-35, No. 11, 590-592; 
Laryngoscope, Feb. 1935, Vol. XLV, No. 149-154; Laryngoscope, Jan. 1937, Vol. No. 58-60 
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The new improved Sam Roberts self- 
retaining Anterior Commissure Lar- 
yngoscope, with dual distal lighting, 
definite advance laryngoscopic in- 
struments, being used aid 
the early detection laryngeal cancer. 
Improvements oxygen intake, light- 
ing and visualization have been made 
the designer, Sam Roberts, M.D. 
Kansas City, Mo. 


For 
SAM ROBERTS BRONCHIAL BIOPSY FORCEPS 


with straight curved cups. 
Sizes—4 mm. and mm. cups. 


For 


ESOPHAGOSCOPY 
MOSHER ESOPHAGOSCOPE 


diameters with lengths each 
diameter. 


BRONCHOSCOPY 
THE HOLINGER BRONCHOSCOPIC MAGNET 


for removing magnetizable foreign bodies 
from air food passages. sizes— 
small, medium and large. 


Order Pilling Instruments Direct From 


3451 WALNUT STREET 
Philadelphia 


A Standing Invitation: When in Philadelphia, INSTRUMENTS D 

visit our new salesrooms. Free parking on our j 
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PILLING FOR PERFECTION surgical 


The method prescribing and fitting 
Tillyer Ful-Vue Trifocals is, course, mat- 
ter professional choice. However, the use 
intermediate segment raises the ques- 
tion its position the lens relative the 
near segment and the line sight. 


Among practitioners, there are two major 
schools thought this subject: 


Fit reading segment exact- Fit reading segment ap- 
fitting bifocal, letting proximately mm. lower than 


this determine the position normal, thus freeing the pupil 
the intermediate segment. area any possible reflection. 


Your nearest Laboratory Many authorities use both these methods 


can supply you with Tillyer Ful- —basing their choice the in- 


Vue Trifocal Lenses White, Cruxite 


order, they may obtained Crux- tivities. Whichever method used, fitting 
ite and Calobar trifocals presents insurmountable problem. 
For those who prefer other types, And the prescribed benefits Tillyer 
Trifocal Lenses are available Ful-Vue Trifocals will bring real patient satis- 
Tillyer Panoptik, Tillyer Tillyer 
and Tillyer Intermediate 
segment Panoptik 66% addi- life, requiring 1.75 add, more. 
tion. Others are available any 
prescribed strength for intermediate. American Optical 


COMPANY 


faction those presbyopes, all walks 
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Corneal Contact Lenses 
Their Advantages 


and 


Disadvantages 
Write for Brochure 


Manufacturers all types Contact Lenses 
BRANCHES 
PHILADELPHIA MONTREAL LONDON 


For the Modern 
Specialist 


Send for descriptive folder il- 
lustrating and describing new 
Imperial treatment unit com- 
plete, consisting hydraulic 
chair designed accommo- 
date Proetz treatment, adjust- 
able stool, and cabinet with 
enclosed rotary pump (with 
footswitch), recessed suction 
and pressure irrigating bottles, 
stainless steel trays, one spe- 
cial drawer accommodate 
Bard-Parker liquid sterilizer, 
and National cautery and 
transiliuminator. 


Finish—White Enamel, Cream 


White, Brown and Maroon SORENSEN CO., Inc. 


(solid colors), with upholstery 


(black, brown and maroon) Factory, General Office and Showroom 
chair and stool. 403 EAST 62nd ST. NEW YORK 21, 
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R. J. Reynolds Tobacco Company 
Winston-Salem, North Carolina 


Every day, more and more smokers—and among 
them many, many doctors—are discovering for 
themselves just how mild cigarette can be. 
They’re making their own 30-Day Camel Mildness 
Tests—smoking Camels regularly for days. 

It’s sensible cigarette test. doctor, 
you know there can valid conclusion 
drawn from one puff comparison—from 
trick test that calls for hasty decisions. 

The Camel 30-Day Test asks you make 
day after day, pack after pack comparison. 

you are not already Camel smoker, 
why not try this test? Judge Camel mildness 
and the rich, full flavor Camel’s choice 
your own real 
proving ground for cigarette. 


Make your own 30-Day Camel Mildness 
Test your own 

for Throat, for Taste. See 
you change Camels for keeps! 


TURKISH 
BLEND 
CIGARETTES 
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THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution America) 
SYMPOSIUM 
OTOLARYNGOLOGY OPHTHALMOLOGY 
Five Days April 16-20, 1951 
review recent advances the diagnosis and treatment the more common disorders 
the fields Otolaryngology and Ophthalmology, comprising lectures, motion pictures 
and demonstrations the clinics, operating rooms and dissecting room. Guest speakers 


and members our staff will participate. Fee, $50.00. Limited class. 
For information address THE DEAN: 345 West 50th St., NEW YORK 19, N. Y. 


Frames and have always produced but one 


manship, quality and inherent worth 
Superb are backed invariable guarantee 


Quality 


Fine Gold. You prescribe 
Jersey Optical” with complete confidence. 


NEW JERSEY OPTICAL CO. IRVINGTON, 


New Ocular 


sh- 


self contained coagulator, battery operated, completely 
sealed, which will control hemorrhage coagulating blood 
vessels. will not and destroy the tissues. Especially 
valuable glaucoma surgery and cataract surgery there 
troublesome oozing. Other uses would include the treatment 
any lesion requiring superficial coagulation 

without damaging Complete $14.50 
Described elsewhere in this issue by 


Our new Eye Instrument Catalog 
sent upon request. Dr. Hildreth. 


Company, 4570 Audubon Avenue 


St. Louis, Mo. 
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For the Treatment 
Nasopharyngeal Lymphoid Tissue 


The original monel metal radium applicator was designed Radium 
Chemical Company according specifications with 
nearly years experience radiation therapy the nasopharynx. 


Monel Metal Applicator actual length, cm. 


This applicator offered the medical profession for one purpose only 
—the treatment hyperplastic lymphoid tissue the orifice the 
eustachian tube the fossa Rosenmuller, which cannot removed 
surgically. 

Approximately 1,400 these applicators have been supplied spe- 
cialists the United States Radium Chemical Company. Published 
medical papers indicate that radiation conjunction with antibiotics, 
systemically locally, often relieves the symptoms due the presence 
hyperplastic lymphoid tissue. 


Extensive research covering period many years has established the 
proper time factor for the 0.3 millimeter monel metal radium applicator. 
All important reports from clinics and specialists have been based the 
monel metal applicator the exact dimensions furnished Radium 
Chemical Company. 


changes will made these specifications unless they are re- 
quested medical authorities, and then only after intensive clinical 
research. 


The physician using monel metal radium applicator from this Com- 
pany can expect the same favorable results reported the medical 
literature. 


WRITE FOR COMPLETE DETAILS OBLIGATION 


RADIUM CHEMICAL INC. 


570 Lexington Ave., New York 22, 


MORE THAN YEARS CONTINUOUS SERVICE THE MEDICAL PROFESSION 
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The professional man who accepts the responsibility 
for accurately and comfortably fitted frames with 
multifocal lenses will appreciate the opportunities 
provided the adjustable rocking Pearltex pads and 
the interchangeable temples Shuron BROWLINE 


frames. From recognized suppliers everywhere. 


SHURON OPTICAL COMPANY, 


Established 1864 
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How the ‘Paredrine Technique’ 


refraction saves the physician time and trouble 


Ophthalmic Solution 


Paredrine Hydrobromide 


with Boric Acid *hydroxyamphetamine hydrobromide, S.K.F. 


Advantages 


requires only minimum number instillations 
helps achieve rapid cycloplegia 

permits accurate refraction 


assures quick return accommodation 


The ‘Paredrine Technique’ refraction saves the physician time and trouble 
and spares the patient prolonged visual disability. the words 


“has the advantage maximum action with minimum 

With children, the whole procedure can carried out the office; and 
the greatly reduced amount atropine required for satisfactory cycloplegia 
lessens the probability toxic side effects. 


Smith, Kline French Laboratories, Phila. 


Harrison, W.J.: Ocular Therapeutics, Springfield, 
Charles Thomas. 


Reg. U.S. Pat. Off. 
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The Making and Fitting Artificial Eyes 
Are Specialty with Sideline 


THE FINEST ARTIFICIAL EYES PLASTIC AND GLASS 
MADE ORDER AND STOCK 


Mail order selection service 
Our technicians travel most principal cities 
Trained technicians fit artificial eyes all motility implants 


Write you have any artificial eye problems with your patients 


SERVING THE PROFESSION 


CHICAGO NEW YORK 
DETROIT SINCE 1851 BALTIMORE 
CLEVELAND BOSTON 
KANSAS CITY BUFFALO 

MINNEAPOLIS PHILADELPHIA 
NEW ORLEANS PITTSBURGH 


$T. LOUIS WASHINGTON 


New Color Slide 
LIBRARIES THE EYE 


Academy Publication 


OCULAR 

SURGERY 
the private 
collections 

xpert 
Conrad Berens, M.D. 
Series and 
Anterior Segment Photographs Michel Loutfallah. M.D 


Anterior Segment Photographs 
Retinal Color Photographs 


All by H. Saul Sugar, M.D., Detroit 


Retinal Color Photographs 
from the collection of the late 
Robert Von Der Heydt, M.D., Chicago Se 
Original Ophthalmological 
Photomicrographic Slides 


Weber, New York Send order with remittance 
Write for booklet listing each slide. Literature also 
available on lighting systems and complete camera w. L. BENEDICT, M.D. 


units for photographing the eye. 


BARNETT Optical Laboratories 
1218 Pratt Chicago 26, Ill. 


100 First Avenue Building 


Rochester, Minn. 
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ABSTRACTS 
INSTRUCTION COURSES 


Ophthalmology 


(in lud ng the Glaucorn a Abstra t) 
ic 
Cc 


Otolaryngology ... 


Glaucoma 
bstract, 
Course 23.... 0.25 


S 


BENEDICT, M.D 
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Symposium: Malignant Tumors 


MALIGNANT NEOPLASMS THE NOSE, PARANASAL 
SINUSES AND NASOPHARYNX: 
EVALUATION SURGICAL TREATMENT 


LeRoy M.D. 
BOSTON, MASS. 


cases malignant disease the nose, 
nasal accessory sinuses, both, seen 
private practice, the clinics the 
Massachusetts Eye and Ear Infirmary, 
the Massachusetts General Hospital 
the Collis Huntington Memorial 
Hospital during the years 1930 1945, 
and the results their 
ported 1947.7 this report all cases 
have passed the five year period that 
the efficiency their treatment may 
more accurately judged. 

previously reported this series, 
there were 139 males and females. 
The average age was years, the 
youngest, and the oldest, years. 

these 219 cases reports were avail- 
able all but the end the five- 
year period. These unreported cases are 
included only the age, sex and type 
disease calculations (tables and IT). 

Cancer unpredictable. Every case 
must individualized, and oftentimes 
when think have learned some- 
thing about the behavior the disease, 
are greatly disappointed its fail- 
ure conform any set rules. Every- 
one working this field has seen highly 
anaplastic new growths stimulated 
irradiation; they have also observed 


From the department of otolaryngology, Massachu- 


setts Eve and Ear Infirmary. 


Presented at the Fifty-Fifth Annual Session of the 
American Academy of Ophthalmology and Otolaryn- 
gulogy, Oct. 8-13, 1950, Chicago, Ill. 
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slow-growing tumors, with epithelial 
pearls and dense fibrous tissue, melt 
away under the same treatment. Many 
authors have pointed out that the prin- 
ciples cancer surgery are violated 
disease these areas that ab- 
solutely impossible, many instances, 
remove the growth through normal 
tissue. Surgery has place providing 
adequate drainage and whenever 
surgically possible, drainage should 
instituted. 

Superimposed infection oftentimes 
complicates the picture malignant 
neoplasms the nose and sinuses. 
the presence infection, irradiation 


TABLE 
MALIGNANT DISEASE THE NOSE 
Nasat Accessory SINUSES 


Age No. 5-Year 

Years Cases Survival 
15-20 
21-25 
26-30 
31-35 
36-40 
41-45 
46-50 
51-55 
56-60 
61-65 
66-70 
71-75 
76-80 
81-85 
Unknown 
Total 219 
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MALIGNANT DISEASE THE NOSE 
AND Accessory SINUSES 


No.of 
Malignancy 
Carcinoma, 
Carcinoma, unclassified 
Transitional cell carcinoma 
Adenocarcinoma 
Osteogenic sarcoma 
Melanoma 
Malignant Lymphoma 
Plasmacytoma 
Cylindroma 
Malignancy unclassified 
Lymphoepithelioma 
Sarcoma 
Papillary cystadenocarcinoma 
Reticulum cell carcinoma 
Atypical perineural fibroma 
Plasma cell myeloma 
Colloid carcinoma 


Total 219 


not effective. With experience, be- 
ginning advocate more and more the 
radical removal the tumor followed 
irradiation. For many years have 
followed the work using 
radiation the form radium imme- 
diately after the surgery. 

about 1935, with the im- 
provements supervoltage radiation, 
used that form treatment, but more 
recently both the radiologists and have 
been going back the original 
immediate radiation means 
radium (table IIT). 

The operations for neoplastic disease 
the nose and nasal accessory sinuses 
have been described many au- 
still advocate the ap- 
proaches that have previously de- 


Operation for Nasal Lesions 

Adequate exposure should 
tained for any operative procedure. 
New growths limited the nasal cavity 
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can adequately exposed through 
lateral The incision starts 
opposite the inner canthus the eye 
and goes down the lateral wall the 
nose and around the ala. The perios- 
teum and soft parts are elevated from 
the bone, and the nasal cavity entered 
through the lacrimal fossa, followed 
the removal the ascending process 
the superior maxilla and the lateral 
nasal bone. extending the incision 
upward and the removal the bone, 
including the floor the frontal sinus, 
access the frontal sinus can ob- 
tained. This exposure permits access 
the ethmoidal region, the sphenoid, 
all the turbinates and through this 
exposure the antrum can explored. 


III 
DISTRIBUTION ACCORDING TREATMENT 
219 Cases MALIGNANT DISEASE THE 
AND NASAL Accessory SINUSES 


No. 5-Year 


Treatment 


Primarily Surgical 


Surgery alone 
Surgery plus roentgen 

ray 
Surgery plus radium 


Surgery plus both 
radium and roentgen 


ray 
Total 131 (35.1%) 
Primarily Radiation 
Radiation alone 
Radiation and surgery 
Roentgen ray and radium 
Roentgen ray, radium 
and surgery 
Total (17.6%) 
Primarily Radium 
Radium alone 
Radium 
ray 
Radium, roentgen ray 
and surgery 
Total 
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After removal the new growth, the 
cavity lined with petrolatum gauze, 
packed with narrow-folded strips 
gauze which plati- 
num steel needles—can embedded. 

attempt should made obtain 
least cm. distance between the 
septum and the radium. The septum can 
least mm. lead. The packing 
brought out the nostril and the incision 
closed, unless desirable leave 
open for further inspection. 


Tumors the Sinuses 

The surgical approach tumors 
the sinuses should depend the point 
maximum involvement. exoph- 
thalmos exists and questionable 
whether the orbit has been invaded, the 
ideal approach through the orbit 
exenteration the orbital contents. 
exenteration the orbit, the lids 
are not preserved but are removed with 
the tarsal plates. removal the floor 
the orbit, the antrum can explored 
from above, and removal the lat- 
eral orbital wall, the ethmoidal labyr- 
inth can This procedure 
permits, too, easy access the fron- 
tal sinus. Although lining the cavity 
with skin-graft has been advocated, 
the opinion that this procedure 
violates the principles cancer surgery. 


When the lesion has originated the 
superior alveolus the hard palate with 
extension into the antrum, the ideal ap- 
proach from below resection the 
superior alveolus, including half all 
the hard palate. This approach per- 
mits access all the accessory sinuses. 
allows the best drainage, but 
handicaps the patient that must 
wear dental prosthesis, Lesions involv- 
ing the ethmoidal labyrinth 
maxillary sinus without extension into 
the orbit, without evident involve- 
ment the hard palate, can reached 
any the face-splitting operations. 


For extensive involvement the si- 
nuses, have been using 
Mouré incision. This incision starts op- 
posite the inner canthus the eye, goes 
down the lateral wall the nose, around 
the ala the midline the upper lip. 
then goes straight down through the 
columella dividing the upper lip, with 
incision through the buccal mucous 
membrane from the nasal spine the 
last molar tooth. The entire cheek 
turned back, exposing 
This exposure permits excel- 
lent inspection the 
and permits the removal the entire 
maxilla, that found necessary. 


The incision made with the scalpel 
and all bleeders are stopped electro- 
coagulation. The bone removed with 
rongeur forceps. The tumor shelled 
from the antrum curet. Its removal 
accompanied profuse hemor- 
rhage, that should removed 
rapidly. large sponge soaked with hot 
saline solution inserted into the cav- 
ity. The bleeding stops when the tumor 
removed. Ligation the carotid ar- 
tery has been advocated control the 
hemorrhage and diminish the blood 
supply the tumor. have not found 
necessary ligate the carotid artery 
any 

The ideal removal any cancerous 
growth made through normal tissue. 
This absolutely impossible region 
such the nasal sinuses. Here the re- 
moval amounts curettage. The op- 
eration ideal for disseminating the 
growth and producing either distant 
metastasis local recurrences. For that 
reason, the entire 
should desiccated with the coagulat- 
ing current. For this reason, too, have 
advocated the local insertion radium 
destroy any scattered tumor 
The orbit protected with shield 
mm, lead, the cavity lined with 
petrolatum gauze, gauze packing in- 
serted, and the radium placed within the 
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gauze packing that there least 
cm. gauze act protection. This 
gauze brought out and partly through 
the buccal incision. The musculature 
the lip sutured with buried surgical 
gut sutures, care being taken that the 
vermilion border the lip approx- 
imated exactly. The skin edges are then 
closed with dermal sutures. Depending 
the sensitivity the tumor, the radi- 
left place for total dosage 
2,000 4,000 milligram hours. the 
end the desired time, with the patient 
under intravenous anesthesia, the pack- 
ing removed through the buccal in- 
cision. 

the after-treatment, care must 
taken that the buccal incision does not 
close. This can kept open ob- 
turator made dental compound. The 
after-care consists keeping the cavity 
clean. The patient can employ nasal ir- 
rigation home with frequent applica- 
tions potassium permanganate spray, 
1:10,000. The discharge ceases two 
three months. keeping the buccal 
incision open, thorough inspection 
the operative cavity can made. This 
operative procedure primary closure 
the incision the face leaves the 
patient with minimum deformity 
and permits him continue his social 
and business life without embarrass- 
ment. 


Malignant Neoplasms 
the Nasopharynx 

Malignant disease the nasopharynx 
not surgical problem. With the ex- 
ception the juvenile fibroma the 
fibroangiomas the adolescent, sur- 
gery should not employed the 
treatment neoplastic disease this 
area. Radiation, either radium packs 
external irradiation, offers the only 
hope cure. Early diagnosis cannot 
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overemphasized. Discovery the le- 
sion before metastasis occurs ut- 
most importance. recent survey that 
will soon published, out 102 cases 
neoplastic disease the nasophar- 
ynx, only were discovered before 
metastasis had taken place. these 35, 
cases per cent survived five years 
longer when treated irradiation. 


this survey interesting note 
that those who survived three years 
went survive five years without re- 
metastasis was present when the patient 
was first seen, only survived five years. 


the past twenty years, have not 
used surgery the treatment neo- 
plastic disease the nasopharynx. Our 
experience with surgery has convinced 
that has place the treatment 
neoplastic disease the nasophar- 
ynx. 


CONCLUSIONS 
Surgical removal neoplastic dis- 
ease the nose and nasal sinuses fol- 
lowed irradiation twice effec- 
tive any other type treatment and 
should give five-year survival rate 
35.1 per cent. 


Neoplasms the nasopharynx are 
best treated irradiation, and 
treated before metastasis invasion 
has taken place, should give five-year 
survival rate per cent. 
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Symposium: Malignant Tumors 


MALIGNANT NEOPLASMS THE NOSE, NASOPHARYNX 
AND PARANASAL SINUSES: 
EVALUATION RADIATION THERAPY 


Lenz, M.D. 
NEW YORK, 


INVITATION 


TREATMENT malignant neoplasms 
the nose, nasopharynx and paranasal 
sinuses roentgen rays, radium 
radioactive substances influenced 
several factors, chief among which are 
correct clinical localization 
growth and accurate approximation 
the radiation beams include the en- 
tire involved area, administration 
sufficient radiation dose destroy the 
neoplasm, the patient’s ability toler- 
ate this injury, the technic the treat- 
ment, and the knowledge, experience 
and care the radiotherapist admin- 
istering the treatment. 

growth and delineation the limits 
involvement are prerequisites for ac- 
curate placement radiation beams. 
radioactive isotope which will localize 
only cancer cells has not yet been dis- 
covered, The effectiveness radium 
and x-ray therapy cancer limited 
the area which adequately irradiated. 
is, therefore, essential that the radio- 
therapist familiar with the anatomy 
the primary site, the routes exten- 
sion and metastasis, the natural history 
and clinical aspect the untreated can- 
cer, and that able appreciate the 
clinical changes occurring the treated 
cancer. 

Presented at the Fifty-Fifth Annual Session of the 


American Academy of Ophthalmology and Otolaryn- 
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CANCER THE SKIN THE NOSE 

Basal cell epithelioma the common- 
est malignant tumor the skin the 
progressing, nonmetastasizing, so-called 
“rodent ulcer”; more rarely, may 
heap and appear button-shaped 
pale, white pinkish, raised plaque. 
left untreated inadequately treated, 
may invade the subjacent nasal carti- 
lages and bones extend involve the 
mucosa. Squamous cell epithelioma oc- 
curs rarely the skin the nose; 
seen more often near the mucocutaneous 
junction the nasal cavity, from where 
may spread posteriorly along the 
septum, floor lateral walls. limited 
the skin forward the muco- 
cutaneous junction, may metastasize 
the submaxillary nodes. 


CANCER THE NASAL CAVITY, NASO- 
PHARYNX AND PARANASAL SINUSES 
The most common malignant tumor 

this region epidermoid epithelioma. 

This arises from regions normally cov- 

ered squamous epithelium from 

squamous metaplasia the respiratory 

Adenocarcinoma seen less often than 

usually originates from 

the lining the mucous seromucous 
glands the nasal cavity, the naso- 
pharynx the maxillary antrum. 

Lymphosarcomas, second frequency 

epidermoid epitheliomas, have their 
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most common primary site the neigh- 
borhood the pharyngeal tubal ton- 
sil, the nasopharynx the region 
the posterior occasionally 
they may first appear the maxillary 
antrum. Lymphoepitheliomas are most 
frequently encountered the nasophar- 
ynx, where aggregates lymphocytes 
lie just under the lining epithelium. 
Other malignant tumors are occasionally 
encountered and will mentioned un- 
der the individual anatomic headings. 


Cancer the Nasal Cavity 

Epidermoid epithelioma the nasal 
cavity usually originates from the floor, 
the lower part the septum, vestibule 
and inferior turbinates. may ulcerate 
form papillary masses which may fill 
the nasal cavity; may extend poste- 
riorly and, less other 
tions. advances, may spread 
the nasopharynx and paranasal sinuses 
nodes. 

Adenocarcinoma arises chiefly the 
glands the floor the nose and the 
glands the olfactory region; from the 
latter may extend the ethmoids, 
the brain through the cribriform plate, 
and laterally the orbit, displacing the 
globe. 

second frequency 
epidermoid epithelioma, originates 
chiefly the region the posterior 
choanae and rapidly spreads the naso- 
pharynx exuberates into the posterior 
portion the nasal cavity. 

Among the malignant tumors seen oc- 
casionally, there are malignant plasmo- 
cytomas, more rarely lymphoepithelio- 
mas, melanomas chiefly the septum 
turbinates, and gliomas, mainly the 
olfactory region. Metastases regional 
lymph nodes are discussed later the 
text. 


Cancer the Nasopharynx 
pharynx originate with decreasing fre- 


quency the vault the nasopharynx, 
fossa, the periphery 
the choanae, posterior border the 
vomer, Growth any the pri- 
mary sites mentioned, except Rosen- 
miiller’s fossa, may cause interference 
with nasal breathing, rhinorrhea epi- 
fossa likely produce obstructive 
deafness, tinnitus sensation water 
the ear. The primary growth may 
small, hidden under adenoid tissue, and 
escape repeated biopsies. may extend 
intracranially metastasize regional 
lymph These secondary exten- 
sions may dominate the clinical picture, 
that the primary tumor overlooked. 
This illustrated table which shows 
the relative frequency initial symp- 
therapy for malignant nasopharyngeal 
tumors between 1926 and 1945 the 
Presbyterian Hospital patients), 
Montefiore Hospital (14 patients), and 
Manhattan Eye, Ear and Throat Hospi- 
tal patients treated 1944, the first 
the Radiotherapy Department). 


tients with malignant neoplasms the 
nasopharynx were admitted because 
symptoms due the primary growth; 
about one-third came because cer- 
vical lymph node and 
the patients, symptoms com- 
pression cranial nerves due exten- 
sion metastasis caused the primary 
site overlooked. 

Cranial nerves may compressed in- 
tracranially subdural extension 
the cancer, e.g., the cavernous sinus, 
extracranially metastases the 
lateral retropharyngeal nodes which en- 
large and press the structures the 
carotid sheath. Growth gradually filling 
the cavernous sinus compresses the 
nerves contained therein from below 
the nerves situated lowest are 
therefore affected first and more fre- 
quently than those placed higher the 
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TOTAL 

Cylindroma 
Well differentiated epithelioma 
Slightly differentiated epithelioma 
Undifferentiated epithelioma 
Lymphoepithelioma 
Lymphosarcoma 
Plasmocytoma 
Total 


sinus. the carotid sheath the nerves 
closest the lateral retropharyngeal 
nodes are compressed earlier and more 
often than those farther away. This was 
illustrated our experience the pres- 
ent series. 


Nerves probably compressed intracranially 


Trigeminal 
(V,-14; V:-2; V3-7) 

Abducens 
Oculomotor 

Trochlear 

Facial 

Optic 


Nerves presumably compressed the carotid 
sheath 


Vagus and hypoglossal 
Cervical asympathetic 
Glossopharyngeal 
Spinal accessory 


The frequency nerve compression 
varied the different 
mors (table 


Skull invasion was common epi- 
theliomas and cylindromas, less fre- 
quent lymphoepitheliomas, and ex- 
ceptional the body 
the sphenoid, the mesial margin its 
greater wing, the petrous tip, the basi- 
occipital bone, the foramen ovale and 
spinosum, the posterior margin the 
vomer and the sella turcica were in- 
volved decreasing order frequency 
(table III). Invasion the base the 
skull should looked for routinely 


RESPIRA- CERVICAI 


AURICULAR TORY NEURALGIC NODES 


FREQUENCY NERVE COMPRESSION 


2 

HISTOLOGY 

Well differentiated squamous 

cell epithelioma 

Slightly differentiated 

Undifferentiated epithelioma 

Lymphoepithelioma 

Lymphosarcoma 

Plasmocytoma 

Total 


every case nasopharyngeal cancer 
mentovertical, anteroposterior and lat- 
eral radiographs the skull. 


INVOLVEMENT 

NO.OF NO. WITH 
SKULLS SKULL 

HISTOLOGY GRAPHED MENT 


Cylindroma 
Well differentiated 


squamous epithelioma 
Slightly differentiated 

epithelioma 
Undifferentiated epithelioma 
Lymphoepithelioma 
Lymphosarcoma 
Plasmocytoma 
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Antrum 

Diagnosis antral cancer usually 
late there are early diagnostic 
signs. The disease rarely recognized 
until has started invade the antral 
walls, with expansion the involved 
bone compression the infraorbital 
superior alveolar nerves. Radiologic 
diagnosis little help until there 
evidence bone absorption. Even then 
the disease may mistaken for osteo- 
myelitis. Differentiation from chronic 
sinusitis difficult and again rests prin- 
cipally demonstrating areas bone 
absorption. Roentgen examination 
the antrum should include anteropos- 
terior, lateral, oblique and mentovertical 
views. Early diagnosis may made ac- 
cidentally microscopic examination 
removed polyps material ob- 
tained irrigation chronically in- 
fected sinuses. Depending the site 
the growth, biopsy may made 
externally fungating tumor, 
ly, via the ostium, entering through 
the canine fossa through Caldwell- 
Luc opening. negative biopsy should 
not accepted being conclusive and 
should repeated antral cancer 
suspected clinically. 

divides the antrum into 
anteroinferior and 
portion, imaginary plane passing 
obliquely downward and backward from 
the inner canthus the angle the 
mandible further subdivides each 
these portions into mesial and lateral 
half. According Ohngren, the com- 
monest early symptoms and signs which 
may help localize the primary site are 
anteroinferior growths the antrum 
showing early expansion the upper 
alveolus, accompanied loosening and 
falling out teeth the involved side. 
growths the mesial half, the in- 
cisors and canine teeth are affected, and 
those the lateral half, the molar 
and premolar teeth become loose and 
fall out. Mesial growths perforate into 
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the mouth through the canine fossa 
extend towards the nasal cavity. Lateral 
tumors may perforate the lateral antral 
wall, spread along the outer side the 
ascending ramus the mandible, caus- 
ing trismus, extend along the inner 
side towards the tonsil, producing pain 
referred the ear. Eye symptoms, hem- 
orrhage, paresthesias and pain appear 
late growths the anteroinferior 
portion the antrum. Symptoms 
anteroinferior growths call the patient’s 
attention the disease while still 
limited extent, and prognosis this 
location, after surgery radiation, 
therefore better than similar tumors 
other parts the antrum. 


Symptoms cancer the postero- 
superior half the antrum differ ac- 
cording the location the primary 
lesion the lateral the mesial por- 
tion the cavity. Growths originating 
the lateral portion readily compress 
the infraorbital and superior alveolar 
nerves. Paresthesias, pain and anesthe- 
sias below the and pain the upper 
premolar and molar teeth the side 
the lesion, without evidence tooth 
decay, follow this compression, These 
symptoms nerve compression precede 
weeks invasion the alveolus and 
loosening the teeth. The significance 
these early symptoms often escapes 
rhinologists, who repeatedly 
antrum operate establish drainage. 
Dentists also may fail appreciate 
these hints diagnosis and unnecessar- 
ily extract the upper molar 
molar teeth. Unexplained “trigeminal 
neuralgia” the superior maxillary 
branch the fifth cranial nerve should 
alert the examiner the possibility 
cancer the upper, outer portion the 
antrum and suggests the need for re- 
peated radiographic investigation ex- 
clude bone absorption; Papanicolou 
smears from sediment washings, 
aspiration formal biopsy may con- 
tribute correct diagnosis. un- 


ued 
= 
= f 
is 4 
‘5 
ath, 
5 
4 sin 


218 


treated, the growth eventually breaks 
out the antral cavity and may extend 
three directions the tem- 
poral fossa, the pterygomaxillary fossa 
the lateral part the orbit. Invasion 
the lateral part the orbit may cause 
swelling the lower eyelid, displace- 
ment eyeball mesially and upward, 
restriction eye movements laterally 
and downwards. Extension the lateral 
part the pterygomaxillary fossa may 
compress the orbital veins with conse- 
quent exophthalmos, the eye symptoms 
overshadowing those due the primary 
Trismus may complicate the 
picture when the tumor extends through 
the apex the pterygoid process. 

Tumors the inner half the pos- 
terosuperior portion the antrum usu- 
ally remain undiagnosed until late 
the course the disease, when they 
break down and bleed. These unilateral 
hemorrhages may repeated and small, 
single and severe; they may ac- 
rhinorrhea which later becomes purulent, 
and increasing nasal obstruction and 
interference with breathing, the side 
the Lacrimation may 
break through into the anterior eth- 
moids may cause swelling the mesial 
part the evelids with lateral displace- 
ment the globe and limited mobility 
extension through posterior portions 
lamina papyracea may produce stasis 
retinal papillitis optic 
atrophy; still more common 
osmia and later anosmia. There may 
headaches due invasion the dura 
pains below the eye due 
spread, which compresses 
orbital nerve. Extension the growth 
the posterior ethmoids near the base 
pterygoid process may press upon the 
pterygopalatine nerve with consequent 
paraesthesia the palate and pain 
the pharyngeal mucosa behind the eusta- 
chian 
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spite the importance early 
diagnosis antral cancer, the disease 
most patients not recognized until 
advanced. This situation might 
improved dentists, rhinologists and 
ophthalmologists were alerted 
possibility antral cancer and would 
familiarize themselves with the symp- 
toms described the preceding para- 
graphs. 


LYMPHATIC DRAINAGE 

would incomplete without considera- 
tion regional drainage. 
Lymphatic extension cancer first 
the direction the lymph flow; 
retrograde metastasis takes place only 
after the regional nodes are blocked 
neoplasm. Cancers having invasive 
tendency are more disposed silent lo- 
cal extension and metastasis than papil- 
lary outgrowing types. Careful inspec- 
tion, palpation and, times, roentgen 
studies may help determining the ex- 
tent the involvement. more precise 
outline the borders the cancer may 
require multiple biopsies the edge 
the clinically invaded region, 

According the mucosa 
the nose, nasopharynx and paranasal 
sinuses supplied with rich lymph 
capillary network, except the respira- 
tory portion the septum, the ethmoids 
and the maxillary antrum. This may 
account for the paucity early metas- 
tases noted cancers these regions. 

All lymph vessels the maxillary an- 
trum pass out through the ostium join 
those the lateral wall the middle 
meatus the nose. Lymph vessels from 
the lateral and mesial walls, well 
the floor the nasal cavity, extend 
backward towards the posterior choanae 
join the choanal plexus; these lym- 
phatics combine with vessels draining 
the nasopharynx, and all vessels jointly 
empty into the lateral retropharyngeal 
nodes the posterior wall the naso- 
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pharynx. Thus, all metastases from 
within the cavities the nose, back 
the mucocutaneous junction, the maxil- 
lary antrum and nasopharynx, first 
nodes, and only then spread the deep 
upper cervical nodes under the sterno- 
cleidomastoid muscle. 
the mucocutaneous junction, the 
other hand, and those which have 
tended the skin, outside the 
nasal cavity nasopharynx, will metas 
tasize the submaxillary and not 
the retropharyngeal upper deep cer- 
vical nodes. The lateral retropharyngeal 
nodes empty into the nodes the 
internal jugular chain which, 
right, drain directly into the 
vein and the left into this vein, via 
the duct. The chief nodes the 
internal jugular chain are the main re- 
cipients drainage from the lateral 
retropharyngeal nodes; the chief nodes 
lie under the digastric muscle near the 
the carotid artery. Though 
the chief nodes usually are the first site 
which regional lymph node metas- 
tasis recognized clinically, really 
the lateral nodes which 
are first involved cancer the nasal 
cavity, paranasal sinuses and nasophar- 
ynx. spite their great importance, 
the lateral retropharyngeal lymph nodes 
are rarely recognized clinically, except 
when they break down and form the 
common retropharyngeal abscess. These 
nodes are located front the lateral 
mass the atlas, are contact with 
the carotid sheath laterally, with the 
posterolateral walls the pharynx 
mesially, and may enlarge forward 
along the lateral pharyngeal wall 
reach the soft palate. Metastatic growth 
these nodes may press the adjacent 
carotid sheath and thus compress the 
nerves and vessels contained therein. 
these nodes may advisable. 
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The clinical application informa- 
tion the anatomy the primary 
tumor, routes extension and the nat- 
ural growth tendency the untreated 
cancer greatest importance for cor- 
rect localization radiation 
therapy cancer the nose, nasophar- 
ynx and paranasal sinuses. Because 
fear overlooking silent extensions be- 
vond the clinically 
plasm, margin clinically uninvolved 
tissue usually included 
radiated area. This especially impor- 
tant extensive and invasive types 
cancer. The difficulty accurately de- 
termining the limits invasion the 
nasal cavity, nasopharynx maxillary 
antrum has led irradiation the en- 
tire individual cavity, least large 
portion it, when treating cancer 
this location. 

The location, extent and accessibility 
the cancer influences the choice 
the radiotherapeutic agent. Thus, irradi- 
ation from within the cavities the 
nose, nasopharynx paranasal sinuses 
may carried out tubes needles 
seeds, which are placed into these cavi- 
ties through natural body openings 
after surgical removal obstructing 
tissues, The intensity radiation near 
each focus great, but falls off sharply 
few centimeters away. Intracavitary 
and interstitial radium radiation, there- 
fore, require very accurate disposition 
the radiating foci and dose calcula- 
tions, avoid underradiation be- 
tween foci spaced too widely apart and 
overradiation when these are placed too 
closely Intracavitary and inter- 
stitial radiation may used alone 
addition external radiotherapy. 


External irradiation with roentgen 
rays radium beam preferable 
intracavitary interstitial radium ther- 
apy when larger volumes tissue have 
irradiated and when clinically the 
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limits the lesion are not readily appre- 
ciable. The reduction intensity with 
increasing distance from the x-ray tube 
much less than when using intra- 
cavitary interstitial radiation, and 
calculations dosage distributions are 
therefore easier. Growths which metas- 
tasize readily, such lymphosarcomas 
lymphoepitheliomas, are rarely treat- 
intracavitary irradiation but are 
preferably exposed the more inclu- 
sive irradiation with roentgen rays 
radium beam. transitional epitheli- 
omas, first described Quick and Cut- 
roentgen therapy has also been 
preferred, exemplified recent re- 
port Schall and addition 
these general factors which influence 
the choice the therapeutic agent, per- 
sonal preference and experience, well 
availability equipment, may de- 
termine the type radiotherapeutic 
agent used the individual case. 


RADIOSENSITIVITY, CANCERICIDAL DOSE, 
TOLERANCE RESULTS AND TECHNIC 
TREATMENT 

The radiation dose necessary for the 
destruction malignant neoplasms 
varies with the inherent radiosensitive- 
ness the individual cancer radio- 
therapy. Experience has taught 
associate varying degrees radiosen- 
sitivity with specific microscopic appear- 
ance the neoplasm. Thus, lympho- 
sarcomas and lymphoepitheliomas may 
regress after small radiation dose. 
Basal cell, undifferentiated transi- 
tional cell epitheliomas require slightly 
higher cylindromas, still more. 
Epidermoid epitheliomas become more 
resistant radiation they become 
more differentiated. Adenocarcinomas, 
especially those producing mucin, are 
less radioresponsive than epitheliomas. 
Chordomas, myo-, fibro-, chondro- and 
osteosarcomas are radioresistant that 
radiotherapy these tumors usually 
only temporary palliative value and 
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surgery preferable radiotherapy, 
excision practical. 

Radiosensitivity which 
gression tumor after given radia- 
tion dose should not confused with 
radiocurability, that is, absence clin- 
ical symptoms for five years. For in- 
stance, spite prompt primary re- 
gression the tumor patients re- 
ceiving roentgen therapy for lympho- 
sarcoma the Presbyterian Hospital, 
New York, two-year follow-up 
these cases showed recurrence the 
radiated area depending the radiation 
dose reaching the tumor follows: 
per cent, per cent and recurrence 
when the tumor dose was, respectively, 
less than 500r, between 500r and 2000r, 
2000r more. tumor dose 4500r 
5000r about five weeks therefore 
recommended strictly localized lym- 
phosarcomas which prolonged 
permanent arrest the growth hoped 
for. epitheliomas, tumor dose 
6000 7000r, and adenocarcinomas 
even more, has been given six seven 

spite differences radiosensi- 
tivity among the various neoplasms, the 
maximal dose given generally that 
from which irradiated normal tissue can 
recover, hoped arrest cancer. 


Tolerance for radiation reduced 
the volume irradiated normal tissue 
increased, Sufficient dosage destroy 
small and accessible cancer support- 
readily, while that needed destroy 
the same cancer after has generalized 
rarely tolerated, even the cancer 
radiosensitive. The accessibility the 
cancer, its location and extent, have 
direct bearing radiocurability. 

Infection, especially deep and 
undrained, may interfere with tolerance 
cancericidal radiation and indicate 
surgical drainage. Thus, surgical drain- 
age may become necessary carcinoma 
the maxillary antrum treated 
ray radiation sloughs obstruct the 
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ostium and there other exit for the 
necrotic material. The preliminary use 
antibiotics and few small x-ray 
doses before initiation cancericidal 
radiotherapy may also help the 
treatment 

Invasive neoplasms arising 
mucosa over cartilage bone readily 
involve the perichondrium 
osteum. This facilitates the entrance 
bacteria present the mucosa and re- 
Such cartilage bone has little resis- 
tance and, exposed 
radiation, immediate late chondro- 
radionecrosis osteoradionecrosis may 
follow. Diseased teeth included 
area exposed cancericidal radiation 
should extracted before irradiation 
avoid the danger late radio- 
necrosis. Intensive radiotherapy this 
area should for week 
two after extraction, permit healing 
the mandible. Severe trauma during 
extraction increases the likelihood 
late radionecrosis. The difficulty ar- 
resting, radiotherapy, malignant neo- 
plasms which have invaded cartilage 
bone applies less lymphoepitheliomas 
and will seen 
from our experience with nasopharyn- 
geal growths quoted below. 

Radiotherapy does not remove cancer, 
done excision, but destroys the 
growth situ, leaving the body 
dispose the debris. Debilitated and 
cachectic patients may not support can- 
cericidal radiation and clinical judgment 
must exercised choosing the dosage 
which likely tolerated the 
individual patient. 

addition these general consid- 
erations radiotherapy malignant 
neoplasms, there are treatment factors 
nasopharynx paranasal sinuses. 


Most basal cell epitheliomas the 
skin the nose, when first seen are 


small and They are, there- 
fore, easily accessible and 
eradicated, either roentgen ray 
radium. become 
more difficult control after they have 
extensive and more invasive. 
They are still harder arrest they 
have been unsuccessfully irradiated 
have extended mucous membranes, 
cartilage bone. Excision preferable 
radiation the nourishment the 
primary site poor, epithelioma 
arising old lupus scar, burn 
radiodermatitis. the treatment 
roentgen ray, total 4500r 5000r 
may given doses 500r every oth- 
day the diameter the irradiated 
area cm, less; the epithelioma 
larger, corresponding reduction 
the amount daily and total radiation 
The field must have 
quate margin clinically uninvolved 
tissue include silent extensions. 
This especially important invasive 
epitheliomas those having attained 
large size. Most failures radiother- 
apy basal cell epitheliomas are due 
failure observe this precaution. In- 
creasing depth the invasion would in- 
dicate higher voltage, thicker filter and 
greater target skin distance. Thus, one 
would increase voltage, for instance, 
from 100 kilovolts, filter from 
mm. Al; target skin distance from 
contact cm. reach deeper into 
the tissue layers. Other technics 
roentgen therapy treatment with ra- 
equal success. More protracted radia- 
tion, higher voltage and heavier filter 
are used cases which there in- 
vasion cartilage bone. Excision 
often preferable radiotherapy cases 
which this invasion has taken place. 
Squamous epithelioma the skin re- 
quires tumor dose which slightly 
higher and consideration must given 
the treatment lymph node metas- 
tases they are present. The technic 
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treatment similar that basal cell 
cancer. 

Epidermoid epithelioma, cylindroma 
and other adenocarcinomas the nasal 
cavity may treated interstitially 
placed radium needles, 
They may treated radium 
tube molded applicator, with known 
isodose curves external roentgen 
therapy radium beam therapy. 
the lesion small and accessible, any 
these methods may adequate; 
extensive and less accessible, roentgen 
therapy followed radium for the re- 
fractory remnant may preferred. The 
tumor dose which usually required 
with roentgen therapy 4500r 6000r 
given five seven weeks, while with 
radium, tumor doses 8000 gamma 
roentgens have been administered 
eight ten days. radium and x-ray 
are combined, corresponding reduction 
made the individual dosage eith- 
agent. When differentiated squamous 
cell cancer invades cartilage bone, 
becomes difficult control radio- 
therapy. Excision electrocoagulation 
the invaded cartilage may times 
preferable radiotherapy such cases, 
and this may done the sole treat- 
ment combined with preoperative 
postoperative radiotherapy; 
cases, healing occurs after radiotherapy 
alone, although this may accompanied 
osteoradionecrosis. 


Malignant neoplasms the 
pharynx should primarily attacked 
external irradiation with roentgen 
rays radium beam, the tumor per- 
sists, local radium radon may add- 
attempt take care the re- 
maining cancer. Radon seeds may in- 
serted into small and fairly 
accessible. Radium may placed 
postnasal plug, rubber catheter pulled 
through the nose and out the mouth, 
special adjustable postnasal ap- 
plicator such the one described 


TRA’ S. AMER, 
ACAD, OF O, &O, 
Martin and The addition 
local radium external roentgen ther- 
apy, however, has not, according 
Lenz,? appreciably influenced the out- 
come the treatment. Supervoltage 
roentgen therapy may facilitate the ad- 
ministration greater doses the 
nasopharynx. Buschke, Cantril, and 
Parker’s however, did not 
convince them that roentgen therapy 
800 kilovolts cancer the nasophar- 
ynx superior 200 kilovolts. Reports 
from various clinics emphasize that re- 
sults are best lymphosarcoma and 
lymphoepithelioma and are poor epi- 
thelioma and cylindroma. This found 
large series such that Godtfred- 
sen® and reports fewer cases, such 

the present series, survival after 
roentgentherapy also varied according 
the microscopic type (table IV). 


TABLE 


ail al 

MICROSCOPIC 
CLASSIFICATION 
Cylindroma 
Well differentiated 

epithelioma 
Slightly differentiated 

epithelioma 
Undifferentiated 

epithelioma 
Lymphoepithelioma (of 19) 
Lymphosarcoma (of 12) 
Plasmocytoma 


Total 


Prognosis with clinically 
metastatic nodes was not bad 
one would assume. the five- 
year survivors, had 
volved lymph among these were 
patients with slightly differentiat- 
undifferentiated epithelioma, and 
patients with lymphoepitheli- 
oma lymphosarcoma. 
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Invasion the skull and nerve com- 
pression were grave patients with 
cylindromas epitheliomas. Only 
patients survived five years when the 
skull was invaded, and none pa- 
tients whom cranial nerves were com- 
pressed tumor survived. patients 
with lymphoepithelioma, the other 
hand, these extensions did not influence 
the prognosis markedly, all the 
patients with skull invasion and 
the patients with nerve compression 
surviving five after treatment. 

difference prognosis patients 
with primary respiratory 
symptoms was noted. patients 
with primary aural symptoms, are 
well five years after their last roentgen 
treatment, and with initially res- 
piratory symptoms, patients are symp- 
tom free for like period. This slight 
difference prognosis may not sig- 
nificant, vet should noted. 


The shortest approach the naso- 
pharynx external roentgen therapy 
through bilateral temporomaxillary and 
anterior antral fields. The distance be- 
tween the surface and the center the 
nasopharynx either these ap- 
proaches averages 6.5 7.5 cm. ;Charles 
Martin!! adds these fields posterior 
area which should especially useful 
for treatment metastases the lat- 
eral retropharyngeal lymph Fear 
injuring the blood vessels the cer- 
vical cord intensive radiation has led 
avoid this posterior approach, 
after experience with such radia- 
tion injury following radiotherapy 
epithelioma the posterior pharyngeal 
wall. The administration adequate 
dosage include the primary lesion and 
cervical lymph node metastases one 
large field limited the tolerance 
the patient. We, therefore, divide each 
side into two areas and radiate the pri- 
mary lesion separately, including the 
retropharyngeal nodes bilateral tem- 
poromaxillary and anterior paranasal 


and antral fields. then add narrower 
fields over 
region irradiate the upper deep cer- 
vical nodes these nodes are clinically 
involved; prophylactic 
these nodes limited lymphosar- 
coma, lymphoepithelioma 
The tumor dose, 
when possible, approaches 4500r over 
6000r five six weeks, but this 
rarely practical wide areas metas- 
tases must included. Therefore, les- 
ser dosage often given, which not 
adequate except, perhaps, for 
epithelioma and lymphosarcoma. 

spite the difficulty destroying 
radium roentgen treatment squa- 
mous cell cancer growing bone, 
number epidermoid cancers the 
maxillary antrum have thus been ar- 
rested for five years longer, without 
recourse surgery. Baclesse! recently 
survivors total patients treat- 
solely roentgen therapy; this in- 
cluded survivors previously re- 
ported del the Presby- 
terian Hospital, our patients 
whose antral cancers were treated solely 
x-rays, remain symptom free 714 and 
years, respectively, after roentgen 
therapy. The first had undifferentiat- 
epidermoid epithelioma which had 
extended into the mouth through the 
canine fossa and upwards into the or- 
bit; the second had moderately differ- 
entiated squamous epithelioma which 
had destroyed the orbital floor. Buschke, 
Cantril and Parker’s experience? with 
800 kilovolt roentgen rays antral can- 
cer does not make them believe that 
much better results may expected 
from 800 compared 200 kilovolt 
roentgen therapy. 


Tod?! the Holt Radium Institute 
Manchester has treated number 
patients the simple insertion 
special radium tube through the canine 
fossa. She reports patients well 
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for five years with early antral cancer, 
and late cases. The radiation 
the immediate vicinity the radium 
tube very intense and can take care 
cancer near it. much weaker few 
centimeters away and therefore inade- 
quate for the destruction more ex- 
tensive involvement distance from 
the radium, for example, the ptery- 
goid, orbital temporal 
lucite mold containing the necessary 
radium tubes with carefully constructed 
isodose curves may prepared after 
the removal the antral floor, 
done similar approach 
has recently been proposed Collins 
and Pool.$ 

Radiotherapy may precede follow 
surgical removal electrocoagulation 
the cancer, destroys the en- 
tire superior maxilla electrocoagula- 
tion preceded external roentgen ther- 
apy and followed intracavitary ra- 
dium. Windeyer?? also 
tive roentgen ray and postoperative in- 
tracavitary radium the lucite mold 
mentioned above, but removes only 
the floor the antrum and relies more 
the radiation take care the re- 
maining disease. Berven’s cases, se- 
questration bone may take six months 
longer clear up. His survival fig- 
ures are excellent. 443 patients treat- 
the Radiumhemmet, 20.8 per 
cent are symptom free five after 
treatment. This percentage rises 38.4 
per cent 112 operable cases, which 
addition surgical removal have had 
preoperative and 
cases symptom free five treated, 
depending the grade malignancy, 
dium alone, combination. 


When the orbital floor walls are 
protect the eye from radiation damage 
and yet destroy the cancer. Intensive ir- 
radiation the eye may cause severe 
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and painful reactions. advises 
shielding the globe for half the radia- 
tion. Preliminary enucleation the eye 
times indicated avoid eye com- 
plications. Some the failures radio- 
therapy antral cancer may due 
hesitancy include the eye the ir- 
radiated area. 

Extension into the pterygomaxillary 
fossa, ethmoid region and brain, well 
metastases the retropharyngeal 
lymph nodes, contribute the high 
mortality from antral cancer. Death, 
emphasized O’Keefe and 
usually due persistence the can- 
cer and not distant metastases. 


Primary malignant neoplasms the 
ethmoid region are difficult separate 
from cancers the maxillary antrum 
the mesial half the posterosuperior 
portion. They usually consist cyl- 
cells, though epidermoid, transi- 
tional and colloid adenocarcinomas may 
encountered. They grow 
metastasize rarely, but readily extend 
the meninges. Wide excision followed 
radium therapy the cavity thus 
created gave Monod and 
terstitial radium therapy and external 
roentgen therapy have also been used. 

Cancer starting the frontal sinus 
unilateral, displaces the eye laterally and 
downward, and times may mis- 
taken for extension from cancer 
the ethmoids. Radical surgery followed 
sulted five-year freedom from clin- 
ical evidence cancer one our pa- 
tients. 


CONCLUSIONS 

Radium and roentgen therapy play 
important part the treatment malig- 
nant neoplasms the nose, nasophar- 
ynx and paranasal sinuses. are 
best the treatment administered 
while the growth accessible, limited 
extent, has not metastasized, and has 
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not invaded cartilage bone. 
iomas the maxillary antrum, invading 
bone, have nevertheless been arrested 
properly administered roentgen ray 
radium therapy, without surgery. Ra- 
diotherapy has been successful very 


radio-sensitive 


lymphosarcomas 


even after the tu- 
mor has become locally extensive and 
has invaded cartilage bone. The out- 
come radiotherapy influenced 
the knowledge, experience and care 


the 


radiotherapist 


treatment. The choice whether use 
surgery, radiotherapy both in- 
dividual case cancer this region 
can made best team consisting 
rhinologist and radiotherapist work- 
ing together and seeing each re- 
sults over period years joint 
follow-up clinic. 


to 
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Symposium: Malignant Tumors 


MALIGNANT NEOPLASMS THE TONGUE, TONSILS 
AND HYPOPHARYNX: 
EVALUATION SURGICAL TREATMENT 


Orton, M.D. 
NEWARK, 


quite impossible for one cover 
twenty minutes the entire subject 
evaluation surgery cases malig- 
nant neoplasm the tongue, tonsil, and 
hypopharynx when consideration 
any one these areas might well take 
the allotted time. 

More than twenty years ago, Sir Wil- 
fred Trotter said, “No matter what 
may our hopes about the discovery 
the treatment malignant disease 
methods more specific and less harsh, 
surgical operation must admitted 
the most useful and trustworthy 
means now possess.” 
ment must stand New technics 
have extended the field which patho- 
logic and clinical principles can ap- 
plied. 


Tongue 

Here may have tumors arising 
from the ectoderm, entoderm the 
mesodermal structures. The lymph 
drainage from the tongue abun- 
dant that all portions the neck should 
palpated for enlarged lymph nodes. 
The radical neck resection the lymph 
nodes must include the entire cervical 
lymphatic system, from the mastoid and 
jaw above the clavical below, taking 
both anterior and posterior triangles 
well the internal jugular vein. 


Presented the Fifty-Fifth Annual Session the 
American Academy of Ophthalmology and Otolaryn- 
gology, Oct. 8-13, 1950, Chicago, Ill. 


The most frequent place for cancer 
the tongue develop along the lateral 
border. Next frequency the base 
the tongue, then the tip. The least 
common site the under surface the 
tip. 

Cancer the floor the mouth lo- 
cated most commonly the junction 
the tongue with the floor the mouth. 
This area readily accessible and vis- 
ualized, and early detection should 
made either some discomfort noticed 
the patient upon examination 
the physician first seeing the patient. 

should remembered that 
after biopsy has been taken. 


The treatment should begin with pre- 
vention removal all irritations 
and the removal surgically all appar- 
ently benign growths that may appear 
the 


The earliest treatment was sur- 
gery, and interesting read the 
history from 1658 down the present 
time. was only about seventy years 
ago that Kocher described the removal 
all the lymph nodes the time the 
primary operation. 

surgery the tip, middle portion, 
used, taking wide margin normal 
tissue. convinced that these 
simple ulcers block dissection the 
neck should done. experience 
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the past has been that cases where 
lymph node enlargement has been 
palpable the time operation, there 
has been recurrence the original 
site however, two three 
following operation these patients 
developed lymph node metastasis the 
neck. Because this, now block 
dissection the cervical lymph nodes 
the time the original operation. 
Anterior lesions yield better surgical 
treatment than lesions the posterior 
portion the tongue. 

Hemiglossectomy should accom- 
panied neck resection even though 
lymph nodes are palpable. Usually, 
the growth has infiltrated the floor 
the mouth and becomes necessary 
neck resection first, closing this part 
the operation prevent infection 
from the mouth. One may then proceed 
with the operation the tongue, either 
through the mouth pull-through 
operation the upper part the neck 
dissection, removing the growth and, 
necessary, the floor the mouth and 
part the lower jaw, masse. The 
anterior translingual operation gives one 
wonderful exposure removing 
growth involving the tongue, floor 
the mouth, side 
muscle without removing the jaw. re- 
sults very little external deformity, 
and the movement the tongue 
swallowing not interfered with seri- 

conceded that the patient must 
fair condition generally pro- 
ceed with these operations when you 
consider the extent the entire opera- 
tive procedure. 

May digress for moment say 
that preoperative roentgen therapy 
sometimes used conjunction with sur- 
gery. 

When one palpates the lymph nodes 
below the omohyoid muscle, the cer- 
vical nodes along the carotid vessels are 
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firmly attached, and there also dis- 

Results surgery. The longer the 
cancer has existed the tongue before 
proper surgical intervention 
undertaken, the less chance there 
cure. The size the growth also 
determining factor the prognosis. 

New reports per cent living five 
years more. further reports 
per cent cures which found 
palpable lymph nodes but which re- 
section the neck was done. His per- 
centage drops, each ours does, 
when nodes are palpable and dissected. 
These findings have been substantiated 
many. 

Such general consensus opinion 
naturally brings the conclusion 
that block dissection should done 
all cases cancer the tongue and 
that the opposite side should 
quently and carefully checked for meta- 
stasis. 

case lymphoepithelioma and 
lymphosarcoma, surgery not indicat- 
ed. sarcoma and adenocystic basal 
cell types malignancy, the treatment 
the same for carcinoma. the lat- 
ter type the prognosis not too favor- 
able. 


Tonsils 

Approximately per cent buccal 
cancers occur the tonsil. All too fre- 
quently the time the patient presents 
himself for operation rather 
cult determine the original site 
growth, Usually the tonsil, pillars, and 
portion the tongue are involved. 
Oftentimes enlargement the 
lymph node the angle the jaw 
causes the patient seek medical ad- 
vice, and upon examination the real 
cause the enlarged node found 
the mouth. The primary lesion usually 
ulcer the tonsil. This ulcer ex- 
tends infiltrates the surrounding 
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tissues. Lymphatic drainage abundant 
and metastasis early and extensive. 

with without slight lymph node in- 
volvement are more suitable for the 
combined operation block dissection 
the neck and the thorough removal 
the tonsil and surrounding tissue 
either the cold knife means 
the cautery. have shown motion pic- 
ture this operation; the patient who 
served subject the picture still 
living eleven years following the proce- 
dure. 

The prognosis, however, not too 
good, but the chances for success are 
better than formerly, especially cases 
lymphoepithelioma. cases tran- 
sitional sarcoma and lymphosarcoma 
the chances are better than the squa- 
mous type. 

many you gentlemen know, for 
some time have advocated radical sur- 
gery these cases, and extremely 
gratifying see more this 
type surgery being done combined 
with radical dissection the lymph 
nodes the neck surgery the 
tongue, tonsil, floor the mouth and 
tumors the epilarynx and hypophar- 
ynx, whether the lymph nodes are pal- 
pable not. 


The Hypopharynx 

Intrinsic cancer the larynx not 
limited discussion the evalua- 
tion surgery applied cancer 
the epiglottis, aryepiglottic fold, piri- 
form sinus and the arytenoid, known 
the epilaryngeal group, and cancer 
the postcricoid area and the lateral and 
posterior walls the pharynx, known 
the hypopharyngeal group. 

The medical profession has shown 
increasing interest the treatment 
cancer these sites, yet there are some 
who have doubts regarding the effec- 
tiveness treatment surgery. Some 
authorities say that the disease not 
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arrested cured surgery and that 
the operation has high mortality rate. 
All this disagree with. 

remembered that these can- 
cers are insidious their onset and 
spread rapidly the lymph nodes 
very early stage. might also say 
this point that all cases cancer this 
area are easily seen and the diagnosis 
should made early, with 
sults than have now. series 
cases found that per cent were in- 
operable the time first exam- 
ination. Twenty-one per cent needed 
tracheotomy their first visit. This 
something think about concerning 
early diagnosis. 

must also remember that all cases 
cancer cannot cured, but certainly 
this region examined with pains- 
taking thoroughness, much can ac- 
complished earlier diagnosis and rad- 
ical operation. 

Radical surgical removal means 
procedure sufficiently radical remove 
the entire primary lesion, with due at- 
tention given the lymphatic drainage 
area. The surgical treatment any giv- 
case must governed the type 
malignancy present, the extent 
the growth, and its location. Emotion, 
economics conservatism cannot 
considered; nor can conservative pro- 
cedures such saving muscles their 
attachments for cosmetic functional 
reasons considered the surgical 
treatment cancer the laryngo- 
pharynx. 

Lesions occurring these regions 
will necessitate, many instances, the 
loss the larynx with the exception 
the posterior lateral walls the 
pharynx and small growth the epi- 
glottis above the hyoepiglottic ligament. 
these cases lateral pharyngotomy 
may done, with reconstruction the 
pharynx and esophagus, necessary. 
Let take the different locations 
these cancers and the proper surgical 
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procedure carried out each in- 
stance. 


Some authorities state 
the edge the epiglottis the 
laryngeal surface may approached 
lateral pharyngotomy, excising the 
epiglottis leave the main struc- 
ture the larynx intact. would like 
qualify that statement saying that 
the growth the epiglottis must 
above the level the hyoepiglottic liga- 
ment, since early invasion the pre- 
epiglottic space certain take place 
with any growth below that level. 
strongly recommend that case any 
growth the epiglottis below the level 
the hyoepiglottic ligament, the epi- 
glottis, the larynx, and the preepiglottic 
space, with the hyoid bone, removed 
toto. This seems radical, but must 
this area. The prognosis for this type 


case very good. 


Aryepiglottic Folds 

seen very early, cancer this re- 
gion may removed lateral phar- 
yngotomy. However, usually the time 
the patient presents himself for opera- 
tion the growth has already extended 
beyond the area this type opera- 
tion. Due the infiltration the sur- 
rounding tissues the cancer, must 
necessity resort wide excision 
the larynx, including the hyoid bone, 
pre-epiglottic space, possibly some 
the lateral wall the pharynx and the 
posterior portion the tongue, 


Arytenoids 

Here again the same condition ex- 
ists, namely, that the entire larynx 
well the necessary amount phar- 
yngeal tissue must removed the 
time the operation. 


Piriform Sinus 
Cancer this area may infiltrate both 
the outer and the inner walls the piri- 


form sinus, which closely connect- 
with the larynx that early invasion 
that organ has doubt taken place 
the time the patient consults the 
tor. 

For long time symptoms are 
present other than abnormal sensa- 
tion which persists swallowing. Later 
the patient feels sees lump the 
side the neck. This means that al- 
ready the lymph node involvement has 

Nothing short complete laryngec- 
tomy, including the hyoid bone and pre- 
epiglottic space masse, should con- 
the growth has extended 
the lateral pharynx, the excision must 
include some the pharyngeal wall, 
and block dissection the lymph 
nodes that side often found 
necessary. These cases give very poor 
prognosis, but occasionally our efforts 
are rewarded. 


Lateral and Posterior Walls 
the Pharynx 

This type cancer may removed 
lateral pharyngotomy, preceded 
node resection and ligation 
the jugular vein, using the skin flaps for 
the reconstruction the pharyngeal 
wall. This operation usually leaves 
pharyngostome, which later date— 
from four six weeks—is 
plastic repair. 


Postcricoid 

Here again find too often that 
the time the patient presents himself 
for operation, not only the 
coid area involved but the growth has 
invaded the lateral pharyngeal wall 
has extended down into the esophagus. 
then becomes necessary remove 
not only the larynx but much the 
cervical esophagus necessary get 
entirely around the growth. The entire 
cervical esophagus may lost and the 
operation really becomes laryngophar- 
yngectomy. This includes the resection 
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the neck the more involved side, 
and the lobe the thyroid gland 
the same side also removed. the 
the operation, the skin incisions 
are made that, closing, these flaps 
form the posterior wall the cervical 
esophagus. The anterior wall the 
esophagus (the pharyngostome) 
formed few weeks plastic re- 
construction. 


Prognosis 

The gravity the prognosis increases 
successively each the following lo- 
cations: the epiglottis, the arytenoids, 
aryepiglottic fold, piriform sinus, and 
the postcricoid. 

When the lesion occurs the lateral 
posterior wall the pharynx, the 
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prognosis better the case seen 
early. 


RECAPITULATION RESULTS 


Died within three weeks operation...... 
Died recurrence within five years ...... 
Died from causes other than cancer ...... 
Well less than five years after operation 


Well more than five years after 


Total number operations ........ 112 


Operative mortality, 3.7 per cent. 
Approximate percentage cures, (33 well 
over five years plus dying from other 
causes 

Successful cases, per cent (55 plus well 
less than five years after operation). 


patient from one over twenty years 
additional life indeed very gratifying. 
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MALIGNANT NEOPLASMS THE TONGUE, TONSIL, 
AND HYPOPHARYNX: 
EVALUATION RADIATION THERAPY 


M.D. 
ANN ARBOR, 


BY INVITATION 


tongue, tonsil and hypopharynx (includ- 
ing the epiglottis, aryepiglottic fold, 
piriform sinus and postcricoid region) 
constitute heterogeneous group re- 
spect clinical manifestations, histo- 
pathology, course, treatment and prog- 
nosis. Because the diversity the 
characteristics these tumors, they 
cannot discussed group. From 
the viewpoint the radiation therapist, 
essential that proper identification 
and segregation made. adequate 
dissertation that would meet this neces- 
sity beyond the scope this discus- 
sion; only some highlights can indi- 
cated. 


Tongue 


Discussion lingual malignant le- 
sions requires immediate segregation 
those the oral part the tongue from 
those the pharyngeal part that or- 
gan. The tumors these two sites pre- 
sent large differences many respects. 
The overwhelmingly predominant ma- 
lignant lesion the oral part the 
tongue the squamous cell carcinoma 
mucosal origin. Usually the tumor 
well differentiated histologically. Rarely 
carcinoma mucous gland and sali- 


From the department of roentgenology, University 
of Michigan. 

Presented at the Fifty-Fifth Annual Session of the 
American Academy Ophthalmology and Otolaryn- 
gelogy, Oct. 8-13, 1950, Chicago, IIl. 
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vary gland origin will found the 
tongue. 


The therapeutic problem divides it- 
self into consideration the treatment 
the primary site and the management 
the regional lymph node areas 
which this tumor metastasizes. Although 
typically the lingual tumor well dif- 
ferentiated lesion, this feature itself 
does not constitute contraindication 
radiation treatment. These lesions are 
not radiosensitive the sense that 
small dose radiation can produce re- 
gression, but they 
when adequate doses are administered. 
The doses requisite for eradication are 
magnitude that approaches the limit 
radiation tolerance the lingual tis- 
sue, The ability eradicate the primary 
lesion radiation therapy high 
order. Most commonly the radiothera- 
peutic practice today involves the use 
interstitial technics, inserting weak 
throughout the tumor-bearing area 
such manner insure relative- 
homogeneous irradiation. External 
roentgen therapy and peroral roentgen 
irradiation are also used excellent ad- 
vantage. The results obtained the ra- 
diation treatment the primary lesion 
are good. Unless infiltrates major 
portion the oral part the tongue, 
control the primary lesion can 
more than per cent 
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the cases. With small lesions, three- 
fourths more can eradicated. 

Nevertheless, the over-all results 
the radiation treatment oral lingual 
carcinoma are not favorable sug- 
gested our ability control the pri- 
mary tumor. Recent 
radiotherapeutic experiences skilled 
workers the field show that with the 
treatment all cases, early and ad- 
vanced, with and without metastases 
prior treatment, about per cent 
five-year cures can expected, This 
figure will vary some different series, 
depending largely the proportion 
extensive primary lesions and incidence 
metastases 

The considerable discrepancy between 
the ability eradicate the primary tu- 
mor and the five-year cure rates rests al- 
most exclusively the poor results ob- 
tained when cervical lymph node metas- 
tases appear. Many cases are lost be- 
cause uncontrolled metastatic disease 
without recurrence the primary le- 
sion. The lingual carcinoma danger- 
ous lesion because prone metas- 
tasize and the ability cure the metas- 
tases poor any method. About 
per cent the cases coming for treat- 
ment any large clinic show metastases 
admission, and those without 
metastases about per cent will even- 
tually develop them. 

generally agreed among radiation 
therapists that surgery the first line 
attack metastatic lymph node in- 
volvement from oral lingual carcinoma, 
that the radical neck gland dissection 
preferable and more productive 
curative results than any attempts 
radiation treatment. policy followed 
many prophylactic radical neck 
dissection the homolateral side 
cases without clinical evidence metas- 
tasis after control the primary lesion 
established. With lesions involving 
approaching the midline the tongue, 
such procedure may not suffice since 
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contralateral metastases are not infre- 
quent with such tumors. There evi- 
dence indicate that the prophylactic 
operation gives better results than the 
operation which carried out after the 
metastases are 
When metastases are present admis- 
sion and are deemed operable, the oper- 
cases, under certain conditions, low 
salvage rate can obtained vigor- 
ous irradiation. must emphasized 
that the chief obstacle increased cure 
rates not inability control the pri- 
mary tumor but inefficiency eradicat- 
ing the metastases. obvious that, 
true many cancers, diagnostic vigi- 
lance the detection these tumors 
shortly after their appearance will lead 
higher cure rates, 

Cancer the base por- 
tion) the tongue less frequent than 
that the oral part this organ. The 
tumor types include the epidermoid car- 
cinoma, the poorly differentiated carci- 
nomas such the lymphoepithelioma 
and transitional cell carcinomas and 
Infrequently malig- 
nant tumor salivary gland origin 
found this site. The lymphosarcomas 
are much less common than the carci- 

highly characteristic the carci- 
nomas this site that the incidence 
cervical node metastases time 
admission high. one reported se- 
only per cent) 225 cases 
were without cervical metastases. All 
too often the metastases are found bi- 
laterally even when the primary lesion 
confined one side the tongue. 

The difficulties encountered 
tempting cure these lesions are nu- 
merous. The epidermoid carcinoma 
typically infiltrates widely and deeply 
into the lingual musculature and eradi- 
cation irradiation achieved only in- 
The almost constantly pres- 
ent metastases only enhance this basic 
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the other hand, the lympho- 
epitheliomas and many the poorly 
differentiated carcinomas can 
stroved the primary site and the 
cervical nodes without great dif- 
ficulty provided adequate radiation 
technic and dosage are employed. Nev- 
ertheless, many patients with these can- 
cers are lost because metastases ap- 
pearing remote parts the body: 
lungs, bone and abdominal viscera. 
lymphosarcoma, generalization the 
involvement without local recurrence 
also common outcome. 

Recent reviews radiotherapeutic 
results large series patients present 
five-year cure rates 9.8 per cent 
per cent (Baud?), 
per cent and per cent 
Encouraging are the recent 
reports Cantril and who 
evaluating the therapeutic benefits 
supervoltage x-ray (800,000 volts) cite 
cases carcinoma the base the 
tongue, which had unilateral metas- 
tases. Following treatment, the 
are well three seven 
Three the survivors had epidermoid 
carcinomas and anaplastic carcinomas. 
Thus the possibility exists that the in- 
creasing utilization supervoltage 
ray may make the prognostic outlook 
less dark than has been hitherto. 


Tonsil 

The malignant lesions the tonsil 
are among the most interesting the 
tumors the upper air passages and 
present some valuable lessons thera- 
peutic oncology. begin with, the term 
cancer the tonsil used today not 
meaningful expression, Essentially, 
every malignant tumor which involves 
the tonsil diagnosed cancer that 
organ. Actually one should strive dif- 
ferentiate the neoplasm which arises 
tonsillar tissue proper from those which 
arise the peritonsillar oral 
yngeal mucosa. Many lesions which 
arise the retromolar area, the anterior 


pillar, the angle between the pillar and 
the tongue, and the lateral pharyngeal 
mucosa and which secondarily invade 
the tonsillar fossa are grouped ton- 
sillar lesions. important, difficult 
may be, segregate true tonsillar le- 
sions from the others. and large the 
prognosis the true tonsillar lesion 
better than that the Given 
case which the local involvement 
not excessive, the ability irradiation 
sterilize the cancer 
greater for true tonsillar lesions than 
for the other lesions. When considerable 
peritonsillar tissue involved, identi- 
fication the primary site may im- 
possible initially, but careful observation 
the regressing tumor during irradia- 
tion will often reveal the primary site 
the last point involvement dis- 
appear, 

all the malignant tumors 
mouth and throat, with the possible ex- 
ception the nasopharyngeal cancers, 
probably none are more frequently mis- 
handled than the tonsillar malignancies. 
Tonsillar swellings are diagnosed in- 
flammatory processes and precious time 
lost chemotherapy. Neck metas- 
tases from small unidentified tonsillar 
primary tumors are diagnosed 
flammatory adenopathy treated 
medically repeatedly incised and 
drained or, neoplasm suspected, 
neck gland dissections are done. Per- 
haps the most frequent mistake that 
performing tonsillectomy. The 
most favorable statement that can 
made about this operation that 
useless. True tonsillar carcinomas must 
treated the first lymph node 
station involved —such metastatic 
spread almost always exists even not 
apparent clinically. 


Several years ago reviewed cases 
tonsillar carcinoma which were re- 
ferred for radiation treatment vary- 
ing intervals after tonsillectomy. 
there was opportunity judge the 


2 
4 
i 
ai. 
| 
; 
py, 
~ 
5 
: 
if 


234 ISADORE LAMPE 


result the operation because start- 
irradiation immediately after the 
tonsillectomy. recurrence the 
tonsillar fossa had appeared from im- 
mediately after the operation less 
than one year. the last case, the ton- 
sillar fossa was free tumor, but im- 
mediately after the operation rapidly 
growing metastasis appeared the up- 
per neck. Thus, the cases which 
the value the operation could as- 
sayed, proved useless proce- 
dure. 

The carcinomas the tonsil are usu- 
ally relatively undifferentiated tumors. 
More often than not metastatic node 
palpable just behind the angle the 
mandible. The carcinoma the tonsil 
which characterized cords clear 
epithelial cells infiltrated numerous 
lymphocytes and termed lymphoepitheli- 
oma frequently appears submucosal 
swelling; large metastatic nodes, fre- 
quently bilateral, are common 
considerable number lymphosar- 
comas the tonsil have been reported 
some 

Except perhaps for the uncommon tu- 
mor salivary gland origin, the malig- 
nant tumors which arise the tonsil 
are solely radiotherapeutic problems. 
Proper irradiation from 
points technic and dosage will eradi- 
cate the disease the primary site and 
the cervical metastatic areas. Surgi- 
cal dissection the neck not neces- 
indeed, with these undifferentiat- 
ed, aggressively malignant tumors 
undesirable. the present time, the 
cure rate for skillful radiotherapy 
true tonsillar malignancies the or- 
der per cent five-year cures. This 
rate not higher chiefly because the 
many mistakes which are currently be- 
ing made the management this dis- 
ease. elevate the cure rates, new 
methods treatment are required only 
better management needed. 
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Hypopharynx 

For this discussion, carcinomas aris- 
ing the following sites will includ- 
ed: vallecula, epiglottis, aryepiglottic 
fold, piriform sinus and postcricoid re- 
gion. With the possible exception the 
carcinomas, which tend 
well differentiated lesions, these tumors 
are nearly always epidermoid carcino- 
mas less well differentiated than those 
the oral cavity the endolarynx. 
The lesions the upper hypopharynx 
(vallecula, epiglottis, pharyngoepiglot- 
tic fold, are nearly always accom- 
panied bulky cervical metastases, 
often bilateral. Despite this, the most fa- 
vorable results radiation therapy are 
found these tumors. Tumors the 
piriform sinus are only rarely and those 
the postcricoid region are almost 
never cured current radiation meth- 
ods. Piriform sinus lesions are infiltra- 
tive character, extend fairly widely, 
and destroy much normal tissue. The 
not necessarily the basis that such 
tumors are inherently 
than carcinoma the tongue but the 
basis that even local sterilization 
achieved, there little possibility re- 
pair the area destruction. Never- 
theless, isolated cases 
gression piriform sinus tumors with- 
out recurrence for years after treatment 
has been accomplished 
Such 
may indication the potentialities 
this therapeutic method; increased 
radiobiologic knowledge and skill ad- 
ministration radiation may yet yield 
higher cure rates. 


Carcinomas the lateral hypophar- 
yngeal wall act essentially like those 
the piriform sinus. Another lesion, 
which quite rare, that arising 
the posterior hypopharyngeal wall. This 
tumor carries relatively good prog- 
nosis with radiation because 


Fed 
4 
ig: 
iets 
yt ¢ 
i £ 
j 
SL 
5 
* 
> 


its location does not invade vital 
structures. 

Carcinomas the epiglottis are cur- 
able irradiation even though lymph 
node metastases are present, re- 
ported cases with metastases 21. 
Nine patients (32 per cent) were free 
neoplasm five fourteen years after 
treatment. Harris reported five- 
year cures patients. Neoplastic in- 
vasion the epiglottic cartilage 
much less concern respect late car- 
tilage necrosis than the case with the 
other cartilages the laryngeal box 
the latter may serious complica- 
tion, 

Reports cure rates carcinomas 
arising the vallecula are hard find 
since rule all the lesions the hy- 
popharynx are reported group. 
Baclesse! reported five-year cures 
102 cases vallecular and epiglottic 
carcinomas. The prognosis for carci- 
nomas the aryepiglottic fold seems 
depend location the fold: those 
arising anteriorly near the epiglottis 
tend respond like epiglottic lesions, 
while those arising near the arytenoid 
have poorer outlook but still more 
favorable one than piriform sinus le- 
sions. 

the present time the 
ture curability the hypopharyn- 
geal lesions not optimistic one. 
With radiation therapy, the outlook for 
carcinomas the lower hypopharynx 
gion) poor. The prognosis for lesions 
the upper hypopharynx consider- 
ably better but will vary with the de- 
gree infiltrative growth the pri- 
mary site and the size and number 
metastases. 


SUMMARY 
Malignant tumors the tongue, ton- 
sil and hypopharynx constitute hetero- 
geneous group respect clinical 
manifestations, histopathology, course, 
treatment and prognosis. 
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Properly executed 
ment produces good results the eradi- 
cation the primary tumor carci- 
nomas the oral part the tongue. 
Failure achieve higher over-all cure 
rates rests largely the relatively poor 
efficiency present day methods, surgi- 
cal radiation, controlling cervical 
metastases. Prophylactic neck gland 
dissections are recommended. 

Cancers the base (pharyngeal) 
part the tongue differ many re- 
spects from the growths found the 
oral part this organ. The prognosis 
less favorable; reported cure rates 
vary from per cent five 
after treatment. 

With rare exceptions, tonsillar malig- 
nancies 
problems both respect the primary 
site and the metastatic areas the neck. 
useless procedure. 

The results radiotherapy carci- 
nomas the piriform sinus and the 
region date have been 
very poor although some piriform sinus 
lesions have been cured. Lesions the 
upper hypopharynx (vallecula, pharyn- 
goepiglottic fold, epiglottis and upper 
part the aryepiglottic fold) have 
much better prognosis. 
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Symposium: Malignant Tumors 


QUESTION AND 


Gorpon New, M.D., Rochester, 
Moderator: Dr. Maxwell and the program 
committee should congratulated securing 
these two outstanding radiologists the sym- 
posium today. Dr. Lenz and Dr. Lampe are 
both nationally and internationally known for 
their work this field. want welcome 
them this meeting. Dr. Orton and Dr. 
Schall are known all both personally 
and for their excellent work. looks 
this the finest collection profes- 
sional talent symposium this kind that 
the Academy has ever presented. 

After listening the four papers given 
these masters their field, would pre- 
sumptuous to try to make any suggestions re- 
garding the care these difficult cases. 
can only try review some the excellent 
material they have presented and tell you how 
have handled these problems the hope 
that our patients, yours and mine, may receive 
better treatment. 

rather surprising note the general 
uniformity opinion these men dif- 
ferent fields the best treatment these 
malignant lesions—the surgeons and the radi- 
ologists each stating that the other group has 
definite field where they obtain better re- 
sults, this way forming team for the 
best interest the patient. 

Dr. Schall advises surgery and radium 
treatment malignant tumors the nose 
and sinuses. uses external incision, 
lateral rhinotomy, dividing the upper lip 
the midline when necessary. this way, 
turns back the whole cheek expose the 
nose, maxilla, antrum ethmoids. uses 
curet remove the tumor and follows this 
with surgical diathermy 
operative cavity. then inserts radium. 
sure obtains excellent exposure and 
does good job with this method, has 
shown his results. 

through the mouth, and feel that sufficient 
exposure for treatment tumors the nose, 
antrum and ethmoid region diathermy can 
gained incision with diathermy above 
the alveolar process extending from the floor 


ANSWER PERIOD 


the nose the last upper molar. Retract- 
ing the cheek, the anterior wall the antrum 
opened and sufficient bone removed with 
forceps and then the tumor removed with 
surgical diathermy. prefer electrocoagula- 
tion curet feel that there much 
better chance destroying the tumor and 
less chance spreading the malignancy. 
the nose and ethmoids are involved, the lateral 
wall the nose removed and diathermy 
used destroy the tumor. Our pathologists 
have always graded the tumors fresh frozen 
sections and this aids 
the most efficient treatment right the time 
the operation. 


the high-grade tumors, all that needed 
make wide drainage opening through 
the mouth with surgical diathermy and then 
insert radium sufficient dosage de- 
stroy the tumor. believe that much 
more important the low-grade tumors 
use surgical diathermy remove the entire 
tumor; and many these cases, particular- 
the papillary epitheliomas, radium used. 
large drainage opening which sometimes 
includes the alveolar process and the palate 
addition the anterior wall the antrum 
essential. the orbit involved, the eye 
removed along with the growth the 
floor the orbit. 

malignant diseases the nasopharynx, 
Dr. Schall agrees with Dr. Lenz that irra- 
diation the treatment choice and that 
surgery indicated. all know that 
the active tumors, the lymphosarcomas and the 
lymphoepitheliomas (the bulky growths) with- 
out glandular involvement are the ones that 
best and that the epitheliomas (the in- 
vading growths) with glandular involvement 
have the poorest prognosis. 

Dr. Lenz his excellent presentation be- 
lieves, all do, that malignant tumor 
the nasopharynx radiologic problem 
and that dissection the glands the neck 
not indicated. uses external irradiation 
well the intraoral cone. has reviewed 
the entire subject and has shown that many 
these patients are relieved their symp- 
toms and remain well for many years. 
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addition the method has em- 
ployed, have inserted radium directly into 
the nasopharynx curved T-lead applicator 
with trough the distal end for its 
reception. The nasopharynx cocainized, and 
the radium this carrier placed directly 
into the nasopharynx the laryngologist. 
The end results the highly malignant 
tumors, the lymphoepitheliomas the 
lymphosarcomas without cervical metastasis, 
show that about per cent the patients 
lived five years. Dr. Lenz reports that one- 
third all treated patients survived five years, 
and one-fourth lived ten years. 

Dr. Lenz agrees with Dr. Schall that 
combined effort the laryngologist and the 
radiologist gives the best end results ma- 
lignant tumors the sinuses. 

All who have followed Dr. Orton’s 
work know the outstanding job and the 
excellent results has obtained the sur- 
gical treatment the group tumors 
discussing. 

the treatment tumors the tongue, 
there great deal uniformity Dr. 
Lampe’s and Dr. Orton’s views regarding 
gland dissections. They both feel that prophy- 
lactic gland dissections should done and 
that the end results are not good one 
waits block dissection after metastasis 
has occurred. Dr. Orton gives preoperative 
roentgen therapy conjunction with his sur- 
gery. However, differs with Dr. Lampe 
the treatment the primary growth. 
Dr. Orton uses knife excision along with 
block dissection, and Dr. Lampe 
stitial irradiation peroral cone. all 
agree that the cervical metastasis that 
presents the greater problem. 

malignant tumors the tonsil, Dr. Lampe 
brings out the fact that surgical removal the 
tonsil only adds the problem and that radium 
directly into the growth, well the 
metastatic glands, fractional x-ray gives 
the best results. feel that low grade car- 
cinomas the tonsil and pharynx should 
removed with surgical diathermy, radium 
seeds inserted necessary, and gland dis- 
section done. Dr. Orton says that cases 
lymphoepithelioma and lymphosarcoma 
the tonsil, surgery not indicated. 

cases carcinoma, not the adenocarcin- 
oma type the base the tongue the hy- 
popharynx, Dr. Lampe treats with roentgen ray 
while Dr. Orton uses surgery. make pre- 
liminary tracheotomy under suspension laryn- 
goscopy, using short flat spatula, and destroy 
the growth with surgical diathermy use 
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radium seeds along with fractional x-ray 
depending upon the activity the tumor. 
feel that fractional x-ray has added great 
deal the end results tumors the base 
the tongue and tonsil, but addition 
insert radium seeds directly into the growth 

Growths the epiglottis epiglottic fold 
can removed either pharyngotomy 
suspension laryngoscopy, using surgical dia- 
thermy and radium. 

both authors have pointed out, the 
growths the piriform fossa, the arytenoid 
region and the postcricoid region present the 
most difficult problem. Dr. Lampe says that 
the outlook indeed bleak. Dr. Orton 
presenting his end results does not divide the 
cases into the various anatomic locations. 
wonder whether has material tell 
what his end results have been 
growths. This might aid determining 
the best treatment. Dr. Lampe mentions the 
postcricoid growth being well differen- 
tiated lesion. wonder this typographic 
error, over per cent the postcricoid 
growths have seen are grades and 
microscopically. Sixty-two per cent are 
females, and frequently gland involved. 
have obtained the best results 
cricoid growths with the use suspension 
laryngoscopy, surgical diathermy 
tion radium seeds along with external irra- 
diation. The results have been 
than those have seen following 
operation. 

have used gland dissections and irra- 
diation radium seeds and x-ray the 
treatment carcinoma the larynx with 
proved microscopic cervical metastasis. About 
per cent these patients are alive the 
end five years. think this about the 
usual percentage five-year cures mid- 
cervical metastasis from carcinoma 
region. 

Dr. Lenz, have you any questions ask 
Dr. 


Dr. Lenz: When carcinoma the an- 
trum balloons out you ever use any anti- 
biotics prior your 


Dr. ScHALL: The question “When 
have carcinoma the antrum that balloons 
with our surgery. 


should like ask Dr. Lampe 
giving the pre- 


Dr. 
the following 
operative x-ray treatment, how 
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you feel that surgery should done and 
also how long after surgery has been done 
would you start irradiation 


Dr. not know that can 
answer that question because have not 
been the habit using preoperative irra- 
diation the hypopharyngeal lesions. has 
not been the routine procedure. have done 
recall one postcricoid carcinoma that were 
asked treat and did and did not 
cure the patient. Within about five six 
weeks our thoracic surgeon went and re- 
sected the upper end the esophagus and 
opened the entire area. The surgeon found 
difficulty even though the neck was vig- 
orously irradiated, and was little surprised 
learn that they reported that there was 
pronounced reduction the tumor. They did 
not recognize the tumor, had reduced 
greatly size, and they claimed facilitated 
their procedure. Perhaps that the thing one 
should more often; perhaps better results 
may obtained. 


Dr. New: your surgeons like preopera- 
tive x-ray? 


Dr. What are talking about, 
Dr. New? Precisely what lesion? 


Dr. New: The whole group. Any these 
cases that are surgical. Does the surgeon like 
have the lesion radiated before the opera- 
tion it? 


Dr. Well, would say this, that 
sometimes irradiate but more 
frequently than not refuse. that mean 
that think each the procedures has its 
place and certain situations the combina- 
tion procedure the desirable one 
there anything gained trying 
give preoperative radiation and then operat- 
ing the primary lesion the tongue, be- 
cause properly executed radiation will take 
care that primary lesion without the assist- 
ance the surgeon. not think there 
great deal gained preoperative radia- 
tion prior block dissection the neck. 
small amount x-ray not going make 
great deal difference, assuming that for 
the most part these are well differentiated 
lesions. Prophylactic irradiation that used 
done the past small doses, mind 
was utterly futile procedure. one ex- 
pects get any effect from irradiation 


these lymph nodes, one has give very large 
doses and yet that cannot done over the 
whole neck. the situation operable, think 
the surgeon ought handle from the very 
beginning. unfortunately found post- 
operatively that the initial judgment has been 
wrong, that there obvious disease left be- 
hind, frequently will attack those foci and 
hope stave off possible recurrence. 
not expect cure those situations. 


Dr. New: Dr. Lampe has some questions 
that have been sent from the floor. Dr. 
Lampe, will you please answer 


Dr. Lampe: The first question is, “Do you 
prefer weak radium needles radium seeds 
treatment cancer tongue?” 

must preface answer the statement 
that heretic the treatment carci- 
noma the tongue radiation. don’t pre- 
fer radium needles, yet most colleagues 
and there are good reasons for preferring 
them. all like radon seeds. avoid 
using radon seeds almost all costs. 


Dr. New: Why don't you like radon seeds 


Dr. have seen too much necrosis 
following their use. 


New: Does that any harm carci- 
noma the tongue 


Dr. No, but can very pain- 
ful procedure and takes long time 
overcome it. can accomplish the same 
result without that period distress and 
can accomplished other radiation 
means, think such means are preferable. 


Dr. New: Can the lingual nerve blocked 
with alcohol that the patient will have 
pain? 


use that procedure. Just moment now. Let 
get back the question. have finish it. 


happens that use peroral x-radiation 
more often than use interstitial radiation 
for carcinoma the tongue, and don’t want 
understood that think that the best way. 
happens that personally can better with 
than with the other. Contrary the diffi- 
culty many colleagues have reaching 
lesions the tongue, use setup that en- 
ables irradiate anything from the tip 
the tongue right back carcinoma 
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the tongue that the level the anterior 
pillar. treatment extended over period 
weeks. The total dosage very high. 
always the carcinoma gone be- 
fore the treatment completed. The results 
with respect the primary lesion, consider 
excellent and, therefore, use it. Perhaps 
better results are obtained the people who 
use weak radium needles. 

Radon seeds, put way down the bottom 
the list far preference goes. 

Crushing the lingual nerve injecting 
alcohol very useful thing. 

get radiation necrosis the tongue. 
fact, expect that most tongue cases 
six months year later will call panic- 
stricken and say, have pain tongue.” 
tell them come down and let look 
it, and when one looks the tongue one 
sees superficially eroded area, some times 
with punctate hemorrhagic areas it, and 
other times the process little more ad- 
vanced and there very superficial ulcer, 
usually quite small with yellow base; 
painful. That focus soft tissue necrosis. 
Some these things are quite painful, and 
frequently interrupt the function the 
lingual nerve while these lesions are healing. 
these necroses are different from the ne- 
croses have seen following the use radon 
seeds that have occurred own hands 
and those that have seen from other 
workers. incidence necrosis 
with radon seeds part depends the skill 
the man who uses them. Again not 
matter how use it. Perhaps not 
know how use them well enough. 


One thing not like about them that 
they are not heavily filtered. They have usual- 
0.3 mm. gold platinum equivalent 
the wall which allows certain amount 
beta radiation through, which predisposes to- 
ward overdestruction tissue the imme- 
diate vicinity the seeds. Then very 
easy get those seeds close together when 
you try implant them deep into any tissue. 
think easier lay radium sources 
without getting too close, such 
needles, than radon seeds. But where 
men have worked great deal with the seeds, 
they have developed great skill handling 
them and undoubtedly can keep the necrotic 
sequela down minimum. 


Have covered the ground that? 


“Do you feel that carcinoma the tonsil 
all grades are best treated x-ray? 
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would answer that saying that far 
true tonsillar carcinomas are concerned, 
you exclude the group that arise the mucous 
and the salivary gland types tumors, 
think is, indeed, very uncommon have 
true tonsillar carcinoma that well differen- 
tiated. may occur, but the other hand 
think that many the things that are called 
carcinomas the tonsil and are well differen- 
tiated are not tonsillar origin but arise 
the anterior pillar, the gingiva, the 
mucosa the retromolar region and invade 
the tonsil secondarily; therefore believe that 
all carcinomas the tonsil are radiation jobs. 


Another question, “Has anyone had any ex- 
perience with the injection and use radio- 
active 

suppose that refers specifically the 
tumors that dealt with today. not 
think that anyone the present time has 
had any significant experience with radio- 
active isotopes. There possibility using 
radioactive gold colloidal form 
trating the tissues with it. Things like that 
will have studied for long time. 
Enormously complex problems dosage and 
control the distribution the isotopes face 
there. What the future will hold 
not know. But the present time think one 
can say definitely there use worrying 
about radioactive isotopes the treatment 
these things with perhaps one exception. That 
radioactive cobalt, but that like having 
yellow horse and brown horse. Radioactive 
cobalt essentially the same thing radium. 
radioactive source and you would put 
rod like needle and you would 
stick the tissue like radium. There 
are some differences physical properties. 
doubt whether they will significant 
the cure rate, but perhaps ingenious use 
these differences physical properties one 
may able better job certain in- 
stances. 


“In routine tonsillectomies and adenoidec- 
tomies children, how often malignancy 
found either tonsil adenoid 


far know, very infrequently. Off- 
hand cannot call mind case that have 
seen. There have been times when large lymph 
nodes the neck have been biopsied and the 
pathologists have reported lymphosarcoma. 
have asked our surgeon into the 
neck seek primary cause because some- 
times these primary lesions are virtually un- 
detectable physical examination, but 
have not had many positive results. 
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“Would your ‘no tonsillectomy’ dictum for 
tumors the tonsil also apply lymphoblas- 
toma the tonsil which one feels has origin- 
ated the tonsil but has not spread?” 


The answer that question 
tively and definitely “yes.” 


“Do you advise treatment the tongue 
cancer first cervical gland involved?” 


That very shrewd question because 
patient has operable neck and the pri- 
mary lesion still present, what should 
done and what sequence should done 
sometimes knotty problem. solved 
different ways. Sometimes solved 
telling the surgeon, “You operate the neck 
and you take out the primary lesion, too.” 
willing both the same time, that 
fine. Otherwise, may willing operate 
the primary lesion first and few days 
and the neck dissection. There still 
alternative procedure. One the advantages 
using the radium needles that one can in- 
sert the needles and they stay only for about 
week; then, immediately one may the radi- 
cal operation even though the reaction the 
tongue going up, carrying 
along penicillin another antibiotic. That 
feasible procedure. either those two 
things can be done. 


Dr. New: Dr. Lenz, believe you have 
some questions. 


Dr. Lenz: Describe x-ray therapy with 
Phillips’ x-ray tube. 


The Phillips’ x-ray tube differs from con- 
ventional x-ray tubes that its x-ray target 
close the surface the tip narrow cy- 
linder. treatment, this tip may placed 
contact with the skin mucous membrane over 
the lesion, and thus may useful for x-ray 
therapy superficial cancers the skin for 
cancers accessible mucous 
would impractical for cancers the nasal 
cavity, nasopharynx paranasal sinuses, but 
might useful for cancers the forward por- 
tion the tongue, soft palate pharynx. 


Describe differences clinical behavior 
various malignant tumors the nasopharynx. 
Cylindromas and differentiated epidermoid epi- 
theliomas the nasopharynx grow 
and slowly, readily invade the skull, and 
not metastasize regional lymph nedes until 
late. Lymphosarcomas may 
rarely invade the skull, but early 
regional nodes and generalize. Lymphoepithe- 


liomas and undifferentiated epitheliomas may 
invade the skull. They also metastasize 
regional nodes and generalize. 


Name causes recurrence carcinomas 
skin after radiotherapy. The most common 
cause persisting recurring skin cancer 
the inclusion within the radiated field 
inadequate margin clinically uninvolved yet 
microscopically skin. 
roentgen ray radium dosage may account for 
some failures. Cancers which have invaded 
the cartilage mucous membrane, those 
which have recurred after previous irradia- 
tion surgery, are likely persist recur. 


first question is, “In 
evaluating the results surgery 
pharyngeal neoplasms, what was the primary 
reason for the poor results? 


Local recurrence and death the patient. 
Widespread metastasis. has been twenty 
years since split the hard palate 
moved neoplastic disease the nasopharynx. 
All patients treated died. 


“Do you ever use radium seeds 
pharyngeal malignancy 


Yes, after the radiologist has treated them 
and there residual disease, put 
radium seeds the residual tumor. 


“How you treat fibroma the naso- 
pharynx 


suppose that legitimate question al- 
though the symposium not that tumor. 
Fibroma the nasopharynx usually 
split the soft palate and remove the fibroma 
with punch forceps. the suggestion Dr. 
Edwards Herman, long associated with 
the late Dr. Crosby Green, now treat 
those that are pedunculated, and many them 
are not, threading long wire through 
the nostril, getting the wire around the 
pedicle the tumor, then threading in- 
sulated snare into the nostril onto the wire. 
the exposed wire 
you can then remove the main body the 
tumor without hemorrhage. Into the stump 
the remaining tumor insert radon seeds, 
being careful that space them properly 
not get hot spot the naso- 
pharynx. 


The main thing about treating these tumors, 
experience, not overtreat them 
with radium. you can relieve their symptom 
nasal obstruction, don’t jump too often 
with more radiation. 
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Another question, should like ask Dr. 
Schall what his fatalities were generally due 
where did they 

The fatalities were due local recurrence 
and metastasis most any organ the body, 
usually the liver, lungs, and local extension 
the cranial vault the frontal lobe 

Another question, “What the treatment 
for multiple diffuse situ lesions can- 
cerous precancerous leukoplakia the 
buccal 

have been interested the experi- 
mental work carried one our as- 
sociates, Dr. Ira Nathanson, the use 
estrogenic substances the extensive leuko- 
plakias the mouth. has had quite en- 
couraging results with the use estrogenic 
substances. small lesion, not too 
extensive, have used local excision elec- 
trosurgery, and then, too, our radiologist 
times has treated some these cases. 

Dr. New, may add just one thing more? 
Dr. Lenz referred the patients with 
lymphoepithelioma who died. 
cured, and should like call his attention 
the fact that they not treated 
surgery. They were treated radiation with 
one exception, 42-year-old dentist who three 
years after irradiation for lymphoepithelioma 
the ethmoid had recurrence producing 
exophthalmos and diplopia. The radiologist re- 
fused give him any more treatment. Then 
did lateral rhinology for implantation 
radium and went on, had feared, with 
local extension and death. 

Dr. Lampe, you disagree prescribing 
tonsillectomy for carcinoma the tonsil, you 
disagree with eminent medical authority 
who has daily column the paper, whose 
pet peeve tonsillectomy, who advocates ton- 
many times—about every week writes 
this subject—that the only time you should 
use tonsillectomy for carcinmoa the tonsil. 


Dr. New: Dr. Orton, will you answer your 
questions now 


Dr. Orton: The first question is, you 
routinely remove the larynx when 
cancer which grossly appears limited 
the piriform 


Yes. Carcinoma the piriform sinus comes 
very slowly, and with the close proximity 
the lateral wall the thyroid cartilage and 
the larynx, advisable remove the larynx. 
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“What have been your results with block 
dissection for metastatic carcinoma the 
neck 

this question meant “dissection fol- 
lowing laryngectomy,” and there were 
nodes the time operation, the patient 
watched very carefully over period years. 
When there has been any metastatic recurrence, 
these nodes have been removed. This procedure 
has been very successful. important point 
keep your patients under observation. 

Another question. “Do you use postoperative 
irradiation cases with lymph node involve- 
ment 

No. Dr. Lampe has answered that question. 


Ilere another question. “Dr. Orton, 
you emphatically advocate the removal 
the hyoid bone total laryngectomy? Dr. 
Hays Martin feels ‘that removal the cornu 
the hyoid bone which 
later prevents clean neck dissection and 
when may needed. Have you noticed this 
difficulty 

Yes, advocate the removal the entire 
hyoid bone all cases. have not found that 
removing the hyoid there any interference 
with neck dissection that becomes necessary. 

next question deals with postoperative 
rad‘ation therapy. should like hear what 
Dr. Lampe has say about that. 


Dr. The question is, “How soon 
after radical neckline dissection would you 
start postoperative 


Well, the situation little complex be- 
cause not use advocate postoperative 
radiation after neck gland dis- 
section routine procedure. the case 
operable, and the surgeon finds 
truly operable and works 
not irradiate. the question does 
not apply. the surgeon finds that can- 
not clean out the neck and that there un- 
doubtedly carcinoma left behind 
can give indication the locus 
the involvement, will accept the patient 
for irradiation and treat that limited area. 
make attempt these cases treat the 
entire side the neck. Remember that 
talking largely about well 
sions, usually the oral part the tongue. 


can tell something about where the 
residual carcinoma probably is, will accept 
the patient for treatment. own policy 
wait the wound quite well healed; until 
the postoperative inflammation has died out. 
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The reason this, rightly wrongly, that 
after neck subjected the radical pro- 
cedure, not good bed tolerate heavy 
irradiation, and feel that the ad- 
vantage the tissues have recovered 
somewhat from the trauma and consequent in- 
flammation surgical procedure before the 
tissue subjected the inflammatory pro- 
cess induced irradiation. 


There one situation which will not 
wait for healing and, fortunately, that situa- 
tion does not occur very often. But once 
long while, immediately after the operation 
tumor will start fulminate and grow out 
the open wound. Obviously, there one 
cannot wait for healing take place. One 
steps and treats and hopes get the 
local situation under control. think there 
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the objective prevent nasty mess from 
developing the neck rather than any con- 
sideration hoping achieve cure. 

find another question. “Is postoperative 
x-ray guided microscopic evidence per- 
sistence 

would say “yes.” the pathologist ex- 
amines the tissue and can demonstrate that 
there interstitial infiltration neoplasm— 
that mean the neoplasm has grown 
through the wall the lymph node and 
scurrying around the extra nodal tissues— 
believe that the chance complete surgical 
removal the tumor goes down markedly 
that should willing attempt postopera- 
tive irradiation. But understand that far 
concerned, all these situations the 
chances achieving cure are very slight. 
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PROBLEMS THE SEPTUM RHINOPLASTIC SURGERY 


Oscar Becker, M.D. 
CHICAGO, ILL. 


single method correction ap- 
plicable every case anterior dislo- 
cation and deviation the septum as- 
sociated with reconstruction ex- 
ternal nasal deformity. knowledge 
the underlying abnormality and 
armamentarium several operative 
approaches the problem must com- 
bined with judgment the part the 
surgeon the condition treated 

operation, altered utilizing the rhino- 
plastic approach, has usually been sat- 
isfactory method correcting twisting 
hypertrophy the nose combined 
with dislocation and deviation the 
septum. However, certain modifications 
the procedure have materially in- 
creased its usefulness. 

originally described, Metzen- 
baum’s procedure consists essentially 
shifting the anteriorly dislocated septal 
cartilage the midline avoid its 
radical removal, which had been advo- 
cated the turn the century such 
authorities St. Clair 
expressed the opinion that 
moval may necessary for certain 
types deflection but that cartilage 
graft should used the anterior 
position replace the septum. 
and his group recently described meth- 
similar that but in- 
corporating the rhinoplastic approach 
and based original con- 
From the division maxillo-facial surgery, depart- 
ment of otolaryngology, University of Illinois Col- 
lege of Medicine, and the plastic surgery service, 
University Illinois Eye and Ear Infirmary. 
Presented at the Fifty-Fifth Annual Session of the 


American Academy of Ophthalmology and Otolaryn 
gology, Oct. 8-13, 1950, Chicago, Ill. 


cept nasal structure. These technics, 
however, apply primarily correction 
the deviated-dislocated septum alone. 
more complex problem arises when 
corrections both external deformi- 
and septal deformity are combined. 


Metzenbaum replaced the dislocated 
septum with minimal sacrifice car- 
slicing the cartilage, freeing from its 
base and placing groove the 
vomer and into pocket the columel- 
la. accomplished this without inter- 
ference with the mucosa 
drium one side the septum and 
without transfixion (i.e., freeing) 
the septum from the columella de- 
tachment the upper lateral cartilages 
from the septum. This method may re- 
sult incomplete straightening the 
dorsum and the septal cartilage may 
shift back its original position. 

Many excellent variations Metzen- 
baum’s original procedure have been de- 
veloped increase the practicability 
the operation and also permit 
combined safely with rhinoplasty. Mod- 
Maliniac? and others unite the 
Metzenbaum technic with 
plastic approach completely freeing 
the septum from the dorsum and mo- 
bilization the nasal bones for correc- 
tion external deformities. 

The methods described are sim- 
ilar principle many the previ- 
ously mentioned technics but are based 
different concept etiologic and 
anatomico-pathologic factors. They may 
utilized either for correction the 
septal deformity alone combina- 
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tion with rhinoplasty, Correction 
the septal and the external nasal deform- 
ities should combined whenever feas- 
ible. Since the procedures are interde- 
pendent better evaluation the prob- 
lem possible when they are done to- 
gether, and the patient saved consid- 
erable time and discomfort. 


ETIOLOGIC AND ANATOMIC FACTORS 


birth, the septum almost com- 
pletely cartilaginous with the exception 
the vomer and the two premaxillas 
and their processes. The vomer develops 
bilaterally each side the cartilag- 
inous nasal septum from pair 
fication centers which are present the 
beginning the third month fetal 
life. The bilateral plates the vomer 
unite from behind and grow forward 
the expense the imprisoned cartilage 
and complete their development the 
age years. Indication the bi- 
lateral origin the vomer evident 
the infant deep groove between 
the two plates. adult life, the groove 
somewhat flattened. 


The premaxilla parallels the develop- 
ment the vomer, but after the age 
years develops very rapidly. The 
ethmoid bone begins ossify during 
the first year postfetal life and not 
completed until the end the seven- 
teenth year. 


birth, neither the palate bones nor 
the superior maxillas rise into crest 
for the support the lower edge 
the septum, but the adult these bones 
have marked crests. The upward 
growth the crests, along with the de- 
velopment the premaxilla and vomer, 
combined with the downward growth 
the septum from the ethmoid ossifica- 
tion centers, along with the downward 
expansion the cranial cavity, may 
account for many deviations and dislo- 
cations the septum. This dispropor- 
tion growth with pressure the 
cartilaginous septum causative fac- 


tor the septal deformities was em- 
phasized 

The and premaxilla are en- 
veloped periosteal covering which 
separates the bony portion the sep- 
tum from the cartilaginous septum 
which, turn, enveloped perichon- 
drium. Microscopic studies sections 
removed from the junction bone and 
cartilage the vomero-septal-maxillary 
crest region reveal the perichondral en- 
velopment the septal cartilage and its 
fusion with the periosteum the bone 
below. The two opposing membranes 
form smooth surface between bone 
and cartilage, especially the junction 
vomer, maxillary crest and maxillary 
spine, where the groove the vomer 
usually shallow flat. This region is, 
therefore, weak point and frequent 
site for dislocations traumatic 
basis. Furthermore, the them- 
selves form smooth surface with one 
another. The lower end the vomer 
smooth and rests the smooth con- 
cave surface the maxillary crest, 
which, turn, rests the smooth con- 
cave surface the nasal spine. 


From observations the operat- 
ing table, the majority cases present- 
viation the and 
crest and spine along with the septal 
cartilage. They were either develop- 
mental origin had history 
trauma before the age Trauma 
early childhood important fac- 
tor, the maxillary crests and vomer 
are not completely ossified and slight 
shifting these tissues may cause the 
crest and vomer, they develop, 
grow the side, This will result 
flattening the vomerian groove and 
the loss its lip the side devia- 
tion. Some these cases may possibly 
have their origin birth trauma. The 
cases which the septal cartilage was 
displaced from the and maxillary 
crest were usually traumatic origin; 
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the time the injury occurring, most 
instances, sometime after the age 
The complicated septal dislocation, 
accompanied buckling, twisting and 
reduplication cartilage and marked 
external deformity depression and 
deviation, was invariably traumatic 
basis. 
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the alveolar ridge, mouth breathing, and 
congenital deformities such cleft lip 
and palate, may few causative fac- 
tors accounting for developmental dis- 
turbances. The eruption the perma- 
nent incisor teeth and its effect the 
septum was well described 
who felt that deformities the septum 


Central 
nose 


Maxillary 


Diagram septal deformity 


FIG. 1—Developmental type septal deformity. (A) Dislocation septum into left nostril. (B) Deviation 
of nasal dorsum to right. (C) Diagrammatic sketch of sevtal deformity revealing the underlying bony 
portion deflected along with the cartilaginous portion. Midline of nose externally indicated by solid 


vertical line. (D) Lateral view of septum. 


Some factors the 
etiology the dislocated septum may 
gathered from the embryonal de- 
scription nasal-palatal relationship 
and the influence palatal development 
the floor the septum. The forma- 
tion the premaxilla, the eruption 
the permanent incisor teeth, the asym- 
metric development the maxillary si- 
nuses, thumb-sucking and tongue pres- 
sure habits, with resultant shifting 


are rather infrequent and rarely very 
marked children before the second 
dentition. However, the disproportion 
growth between the premaxilla, vomer 
and ethmoid, with downward encroach- 
ment the cranial cavity, most prob- 
ably the dominant factor. 


CLASSIFICATION AND CORRECTION 
Dislocations and deviations the 

septum may classified two groups, 

developmental and traumatic. 
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The Developmental Type 

the developmental type septal 
deformity, the cartilaginous septum 
dislocated and deflected, and there 
similar deviation the underlying bony 
septum (fig. 1). The cartilage sepa- 
rated from the bone smooth layer 


with the vomer and maxillary bone but 
should shifted one unit with the 
bony septum (fig. 2). This accom- 
plished completely fracturing the 
maxillary spine and crest and the lower 
end the vomer from the floor the 
nose, and shifting the entire lower end 
the septum the midline. Complete 


FIG. 2-—Correction of developmental 


type septal deformity. After 


unilateral elevation of mucoperichondrium, vertical incisions are made 


through the cartilage extending 


into the maxillary crest and vomer, 


which is then completely fractured through the base. A section of carti- 


5 


lage is removed vertically at the angle of deflection to break the spring. 
Posterior resection of cartilage, when indicated, is outlined by dotted line. 
Upper lateral cartilages are left intact at midline when the extent of the 


rhinoplasty permits this. 


cause this smooth sliding surface be- 
tween them, the freeing the cartilage 
its junction with the underlying bone 
may insufficient prevent the sep- 
tum from slipping back into the original 
position dislocation. Moreover, the 
gradual pull the shortened mucosa 
the side the dislocation may grad- 
ually shift the cartilage its smooth 
bed back its dislocated position. 

prevent such recurrence, the car- 
tilage should not cut its junction 


fracture through the bone prevents re- 
currence the deformity, because the 
bone, unlike resilient cartilage, has 
tendency move after has been frac- 
tured and set position. Equally 
important the fact that the fracture 
along the floor leaves the smooth slid- 
ing perichondral-periosteal surface un- 
disturbed. 

ensure further the replacement 
the septum the midline and pre- 
vent possible scar contracture pull 
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elevated 


Dislocated septum Fracturing through maxillary crest 


Mucosa graft place 


FIG. 3—Mucoperiosteum cut at the base of the nose to prevent recurrence 
of deformity by the pull of the shorter mucosa. Maxillary spine and 
crest and lower end of the vomer are completely fractured at the base. 
Sear contracture is prevented by a mucous membrane graft to cover the 
created defect. Smooth perichondral-periosteal junction between bone and 
cartilage retains its original relationship. 


FIG. 4—Pink base plate paraffin and wax compound placed as an angulated strip 
to hold mucosal graft in place, followed by vaseline gauze packing. Vaseline packs 
are removed on fifth day leaving wax in position up to seventh day postoperatively. 
This prevents dislodging the graft when packs are removed. 


due shortening the mucosa, which 
results from shifting the bone and 
cartilage the midline, incision 
made the mucous membrane along 
the floor the nose and lateral the 
region the fracture line. free graft 
mucous membrane or, better, com- 


posite graft mucosa and cartilage 
placed over the raw area (fig, 3). The 
graft “takes” rapidly, and the sixth 
seventh postoperative day the nasal 
floor completely healed. Tissue for 
grafting may obtained 
shortening the upper lateral carti- 
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lages and used two grafts, or, the 
septum shortened, the removed sec- 
tion cartilage with attached cutane- 
ous-mucosal surface one side may 
utilized alternative composite 
graft along the floor the nose. 
tissue not available from either 
these sources, mucosal graft from the 
undersurface the inferior turbinate 
the untreated nostril graft 
buccal mucosa may used (fig. 4). 


FIG. 5—-During a rhinoplasty when 
fixion incision and the upper lateral 


are completely freed, the anterior 


back. Intact upper lateral cartilages 


Mucosa 
attached 
cartilage 


attachment thus acts adherent 
plate the cartilage (fig. 5). The mu- 
cosal attachment the opposite side 
the anterior dislocation disturbed 
only when desirable thin down 
thickened cartilage ridge, usually 
along the floor the region bone 
and cartilage approximation. The de- 
flected posterior portion the septum 
may removed according the indi- 
cations, 


J 
Lateral wall 


correction is done through a_ trans 


cartilage attachments to the septum 


segment of freed cartilage may shift 


or central freeing of upper lateral 


cartilages with mucoperichondral attachments intact or lateral freeing will 


prevent this. Posterior resection of 


when possible, behind the section 
then be carried out. If the upper 
posterior resection not done and 


the septum, leaving a vertical strip, 
removed at angle of deflection, may 
laterals are free from the septum, a 
a mattress suture through the anterior 


and posterior portion plus packing of the nose will hold the anterior seg 


ment in position, 


After fracture through the bony sep- 
tum, the septal cartilage should cut 
vertically through its height, and, when 
necessary, narrow sections should re- 
moved the bends the cartilage. The 
vertical incisions are carried down into 
the bone join the fracture the base. 
This should accomplished without 
disturbing the perichondrium and mu- 
cosa the opposite side. The perichon- 
dral attachments the opposite side 
are left intact, not much ensure 
the viability the cartilage but help 
prevent the anterior segment carti- 
lage from slipping back down after 
cut. The perichondral and mucosal 


problem Metzenbaum did not dis- 
cuss whether the upper lateral carti- 
lages, which often are integral part 
the septal deformity, should freed 
from the septum. When the cartilages 
are twisted along with the septum, 
readjustment may necessary avoid 
pulling the shortened upper lateral 
cartilage, which may cause recurrence 
the deformity and prevent complete 
straightening the twisted dorsum. 
This may accomplished detaching 
the cartilages from the septum, but this 
not advisable because the upper lat- 
eral cartilages are intimately bound 
the septum and function 
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stabilizing extensions the septum. 
These cartilages together with the septal 
cartilage thereby maintain the stability 
and form the cartilaginous dorsum. 
many cases, depending the patho- 
logic condition the septum and the 
extent the rhinoplasty, not neces- 
sary free the upper lateral cartilages 
since shifting the septum will re- 
adjust their position. other cases, in- 
fracture the nasal and maxillary 
bones plus shifting the septum will 
readjust the position the upper lat- 
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the septum, lateral freeing procedure 
can used mobilize them. This con- 
sists freeing the lateral borders 
the upper lateral cartilages from the soft 
tissue and the maxillary bone, but not 
from the undersurface the nasal 
bone, that the central septal attach- 
ment remains (fig. 7). This will prevent 
the septal cartilage from slipping back- 
ward after cut vertically, even 
the septum resected behind the thor- 
oughly freed and crosscut anterior seg- 
ment septal cartilage. 


FIG. 6—Central freeing of upper lateral cartilages from the septum for 
a marked twist, leaving the mucoperichondral attachments to the septum. 
Section of upper lateral cartilage removed to equalize them. 


teral cartilages. still others, partial 
division the upper lateral cartilages 
from the septum will take care the 
matter. complete division one 
both cartilages from their dorsal attach- 
ment the septum necessary, the 
underlying mucosa 
should left intact and attached the 
septum maintain some fixation 
continuity between upper lateral and 
septal cartilages. After the nose has 
been packed and splinted, fibrous ad- 
hesions will form fixation between 
the cartilages (fig. 6). 

Since highly advisable not de- 
tach the upper lateral cartilages from 


Sutures approximate the septum 
the columella are inserted without 
tension. The cartilage the septum 
should not sewn into pocket be- 
tween the two medial crura, for the na- 
tural contour the membranous sep- 
tum and columella may destroyed, 
resulting unnatural firmness the 
nasal tip. Pink base plate wax strips 
and small light vaseline packs are in- 
serted into each nostril for hemostasis 
and retain the position the mucosal 
graft, the septal mucosa, and the skin 
lining the lower lateral cartilages 
(which are trimmed during the rhino- 
plasty). Excessive packing, wiring 
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the septum tooth piriform crest, 
and large wax plugs are unnecessary 
since the septum completely mobilized 
and placed central position without 
any tendency for recurrence the dis- 
location. The packing left position 
for five days, along with dental mold 
and copper tin splint for the external 
nasal correction. 


The Traumatic Type 


The septal deformities encountered 
after trauma may divided into three 


which may pull septum to the side. 


groups: (1) the lateral type, which usu- 
ally results from lateral fracture 
the nose with displacement the sep- 
tum from the vomerian groove and 
maxillary crest, (2) the depressed type, 
following crushing frontal fracture 
and resulting bizarre septal config- 
uration buckling, twisting, reduplica- 
tion and fibrosis, and (3) the latero- 
frontal type which combines the first 
two types, but more often accen- 
tuation the lateral type. 
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The lateral type traumatic septal 
deformity corrected methods sim- 
ilar those used treating the develop- 
mental type deformity (fig. 8). How- 
ever, this type the cartilage shifted 
from the vomer and maxillary crest, 
contradistinction the complete shift 
bony and cartilaginous septum found 
the developmental deformity. is, 
therefore, necessary not only use the 
methods outlined for the developmental 
type deformities but replace the 
septal cartilage the vomerian groove. 


FIG, 7—Lateral freeing of upper lateral cartilage. Unilateral or bilateral 
freeing may be done to cut traction forces of shorter upper lateral cartilage 
Attachment of upper lateral cartilage to 
nasal bone is not disturbed. Vertical cut or cuts, indicated by dotted 
line (b), will help break the spring of upper lateral cartilage. 


After the maxillary crest and vomer are 
fractured, the cartilage cut its 
the vomerian groove cleansed scar 
and periosteal tissue, and the 
replaced. This may necessitate freeing 
cutting the mucosa the opposite 
side the septum. other cases, the 
added resection angulated strip 
cartilage and bone the juncture 
vomer and septal cartilage may 
necessary. 


‘ 
3 
— 

> 

* 

. 

. 

be 

: 

i 
= 

it a 

Va" 


OSCAR BECKER TRANS 


ACAD, UF 


FIG. 8—Lateral traumatic deformity with dislocation cartilaginous septum from 
bony septum (b). Correction vertical cuts through anteriorly dislocated septum, 
and removal portion bone and cartilage from base septum 
ment of septum in the midline (a). In some cases, the septum can be replaced 
on the vomer and maxillary crest after cutting its attachments to the bone, re- 
moval of posterior deflected portion and vertical cuts through remaining subdorsal 


septum, 


FIG. 9—Depressed traumatic deformity of septum with buckling, twisting, and 
reduplication of septum (A and B). Septum completely removed followed by columel- 
lar grafts and a section of cartilage replaced behind the columella. These are inserted 
prevent retraction columella. graft bone cartilage placed over 
the dorsum to correct the depression. 
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The depressed type traumatic sep- 
tal deformity poses problem different 
from those developmental and lateral 
traumatic deformities. most cases, 
impossible shift the septum back 
into position the foregoing proce- 
dures, and wide resection 
crushed septum necessary (fig. 9). 

Whenever wide thorough resec- 
tion required, the stability the nasal 
dorsum endangered. However, when 
complete resection necessary, the sta- 


complete straightening does not result 
from refracture, either central freeing 
with mucoperichondral attachments 
the septum lateral freeing the up- 
per lateral cartilages will adjust their 
position. 


The laterofrontal type traumatic 
deformity results marked twist 
the lower end the septum and nasal 
dorsum, but the dorsum not especial- 
depressed (fig. 11). this type, 


FIG. 10—Depressed traumatic deformity revealing columellar and dorsal 


implant to correct depressed nose. 


bility the dorsum usually not 
problem, since the nose already de- 
pressed, The procedure resolves itself 
into refracture the nasal bones, thor- 
ough resection the septum, including 
the dislocated lower portion, and im- 
plantation the nasal dor- 
sum and the (usually) retracted col- 
umella (fig. When the nose both 
twisted and depressed, the upper lateral 
cartilages should not freed from their 
attachment the septum, since refrac- 
ture the nasal bones and complete re- 
section the septum will usually shift 
their position the midline. When 


may necessary completely remove 
the lower end the septum. The ques- 
tion stability the dorsum becomes 
important such cases. Since the nasal 
dorsum relatively good position, 
almost always necessary leave 
the upper lateral cartilages attached 
the septum order protect the pro- 
jection the nose. Resection the dis- 
located anterior septum, bilateral os- 
teotomy the frontal processes the 
maxilla and lateral freeing the upper 
lateral cartilages will most cases cor- 
rect the deviation and dislocation the 
septum and straighten the dorsum. 
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During correction the septum, 
highly advisable maintain the sup- 
port the dorsum leaving narrow 
strip subdorsal cartilage attached 
the undersurface the upper lateral 
cartilages. This strip beam should ex- 
tend the extreme lower border the 


FIG. traumatic 
and displacement 
be corrected by 
cases the anterior portion 
section of cartilage (a). 
of deflection, and the 


11—Laterofrontal 

from 
the procedure 
of 


septum 


base fractured 


underlying bony septum (b). 
outlined 


is 
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cartilages are long, extending the tip 
the septum, and when the lower lat- 
eral cartilages are well developed and 
either firmly bound the upper lateral 
cartilages large enough override 
the central portion the upper lateral 
cartilages. Usually these conditions are 


deformity with marked angulation of ca_.tilage 


o.ten 
many 


This deformity may 
traumatic type. 
replacement 


under lateral 


The posterior portion is cut, a vertical strip removed at angle 
into position. 


A beam of cartilage is let 


under the dorsum prevent sagging the tip. This may vertically cut (in 


dicated dotted line) break the spring. 
vent retraction of the columella (indicated by dotted area in columella). 


A columellar graft is inserted to p.¢ 
In oc 


casional cases it may be necessary to remove the entire anterior segment, but this 


may necessitate correction the dorsum for saddle; however, this 


on 


the extent of the rhinoplasty, the structure of the upper and lower lateral carti 
lages, and whether it is necessary to free the upper lateral cartilages from the sepium 


septum prevent sagging the dor- 
sum, particularly the area which 
dependent the septum for mainte- 
nance the dorsal projection. This 
beam should cut vertically indicat- 
ed, section cartilage removed the 
posterior angle deflection and the 
base fractured, shift the septum 
the midline. possible some cases 
remove the lower portion this car- 
tilaginous beam and still maintain the 
profile, but only when the upper lateral 


lacking; instead, area septum 
about 0.75 long devoid upper 
lateral cartilages, and the fibrous union 
lower upper lateral cartilage 
this region often too weak prevent 
depression just superior the tip 
the nose. Furthermore, unusually firm 
fibrous attachments 
upper and lower cartilages hold the nose 
position without any septal support, 
there always the risk that some slight 
trauma the nose may cause depres- 
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Developmental septal deformity with dislocation and hump of dorsum corrected in one stage 


by the procedure outlined for developmental deformity. 


sion later date. The upper lateral 
cartilages alone cannot withstand much 
trauma without the additional 
support the septum. However, nar- 
row beam septal cartilage, extending 
beyond and under the upper lateral car- 
tilages and continuous posteriorly with 
the ethmoid plate and vomer, will fur- 
nish adequate reserve support resist 
trauma. large section smaller seg- 
ments cartilage used replace the 
resected septum will not fur- 
nish the stability and support that 
cartilage provides. However, 


even when this beam preserved, 
necessary replace section carti- 
lage just behind and into the columel- 
prevent retraction the columella. 
Obviously, only limited rhinoplasty 
can combined with this type septal 
correction. Many cases 
however, can adequately corrected 
the methods outlined under the lat- 
eral type deformity, thereby allowing 
more extensive correc- 
tion (figs. 12, 13, 14, 15, 16). This 
especially true long nose deformity 
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FIG. 13—Developmental septal deformity in a long nose. A section of anterior septum was removed 
shorten nose and the posterior portion cut vertically and fractured through base replace cartilage 
in midline. 


which requires shortening the lower 
end the septum. 


SUMMARY 

etiologic and anatomic basis for 
the classification septal dislocations 
and deviations presented. These de- 
formities may divided into the de- 
velopmental and the traumatic groups. 
The traumatic group subdivided into 
three types: (1) the lateral type, (2) 
the depressed type, and (3) the latero- 
frontal type. 

Methods correcting the various 
septal deformities are discussed. These 
methods may utilized for the correc- 
tion the septal deformity alone 


combined with rhinoplasty. The ex- 
tent the rhinoplasty governed 
the type septal correction necessary. 

The view maintained that the sep- 
tum should manipulated into position 
vertically cutting and removing nar- 
row sections cartilage and frac- 
turing the bony portion into position. 
only the depressed type and some 
cases the laterofrontal type that 
sections septal cartilage must sac- 
rificed and portions replaced. 
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DISCUSSION 


M.D., New York, 
Y.: was very pleased hear Dr. Beck- 
er’s paper, and would say that agree, with 
minor variations, with practically everything 
has said. pleased see swing back 
toward the conservative tendency, because one 
operation, take the whole septum out and ex- 
pect get good result. You cannot remove 
nasal hump and remove with the hump 
portion the lateral cartilages and their at- 
tachments and expect have any dorsal sup- 
port the nose. You may able get 
away with once while, but you cannot 
get away with every time. 

After nasal plastic operation the septum 
serves central pillar which hang the 
mobilized structures the nose. was very 
happy hear Dr. Becker describe his method 
using small grafts mucous membrane 
when defect occurs the floor the nose 
after the septum has been brought into the 
midline. have been using this method 
during the past year with excellent results. 
extremely simple method. The im- 
portant thing experience hold 
the graft down with finger pressure for 
period two minutes the clock. After 
that time fibrin glue forms that holds 
position and you not have worry 
about fixation. 


One point that should like bring 
the discussion the question retraction 
the columella. Undoubtedly you 
miliar with the method for which Dr. Gallo- 
way credited with the paternity. understand, 
incidentally, that has denied the paternity 
this method, which consists bringing the 
septum forward between the two layers 
the membranous septum, after has been 
mobilized, placing between the medial crura 
method does prevent postoperative retraction, 
but produces membranous septum 
and stiff lower part the nose, and the 
patient complains that breathe 
through his nose. 


have been using another method, and 
may permitted show few slides 
think you will find very useful. This 
consists implant into the columella 
through incision along the free margin 
the columellar cartilage, the medial crus, 
one side. other words, made very far 
anteriorly, the junction the front face 
the columella with its lateral face. This 
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does not leave any scar properly su- 
tured. The skin front the medial crus 
then dissected down through 
spine and the columellar transplant put 
between the skin and the medial crura and 
comes down front the nasal spine, thus 
holding the columella 

This method can used those cases 
which may necessary remove the an- 
terior portion the septal cartilage, which 
you may not able replace for some 
reason other. You can 
the anterior portion the septal cartilage 
out and simply rely this columellar trans- 
plant for support. 

(Slide) The method can 
cases where necessary build out the 
traction the type cases which 
used, deviated nose 


mark considerable progress that 
are discussing here this subject previously 
considered too occult for general grasp. 
means further progress that can agree 
basic concepts anatomy and function and 
admit that diverse procedures that not 
violate these concepts can reach the same 
goal. owe Metzenbaum real debt, al- 
though his success was limited because 
did not realize that complete mobility neces- 
sary and that prevention contracture 
more important 

From seeing Dr. Becker’s results 
judge that his methods are 
cently have used like that 
outlined more often than the septum replace- 
ment operation, but have taken great care 
that cartilage left attached membrane 
freely movable relation, caudad, 
cephalad, dorsal and ventral, and that does 
not abut any fixed support which might 
lead distortion from recurring new heal- 
ing stresses. the remaining cartilage not 
straight, the bent portion must removed 
unhinged removal sections. Cartilage 
left attached membrane the redundant 
side more manageable and gives more sta- 
bility, especially the short nose where the 
alternative use batten may give undue 
rigidity. 

experience the most important dis- 
tortion often due unequal development 
displacement the upper lateral cartilages, 
which must freed, usually with some re- 
moval, equalize this. have not tried free- 
ing ventrally over the cartilages. 
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fracture the spine and permits 
placement then straight septum, 
very satisfactory, but doubt that one can 
count such correction deviated cartilage 
which has remaining spring. have not tried 
replace the cartilage the vomerine groove 
and feel that healing from might lead 
tilting. Certainly obstructing vomerine crest 
should fractured removed and the edge 
the quadrilateral cartilage which overrides 
should removed. 

seems that high deviation the 
perpendicular plate must given especial 
consideration. thickened, especially 
from old overriding fracture, the thick- 
ened portion may need removed before 
the nose can properly narrowed. 

Dr. Becker insists, every case should 
individualized and should not strain 
use any one type operation every 
case. Again this discussion points the fact 
that function and anatomy deserve equal stress 
and that with external deformity 
structing septal defect neither one can 
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properly corrected without the other. 
lieve that should usually also mean simultane- 
ous operation the two. 


Dr. Becker has given fine exposition 
good technic. 


Dr. should like thank Dr. 
Galloway and Dr. Converse for their most 
excellent discussions. 


have been using the method that Dr. 
Converse mentioned, making the incision 
forward the medial crus the lower 
lateral cartilage for correction retracted 
columella. matter fact, described 
Rhinology and Laryngology 1946. also 
feel that good method and have been 
using for period five six years 
with excellent results building out re- 
tracted columella. columella 
present almost all the traumatic septal de- 
formities and small amount septal carti- 
lage should replaced this position. 
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PATHOLOGY EYE OLD AGE 
III. Changes Attributed the Aging Process 


M.D. 
NEW YORK, 


investigation was undertaken 
the Home for Aged and Infirm He- 
brews New York City several 
ago study the actual pathologic 
changes the eyes the residents. 
Most these individuals were exam- 
ined clinically and treated during their 
stay the Home. Many them were 


VISUAL ACUITY 


Vision 


Total number of eyes examined, 149. 


examined repeatedly over period 
vears. After death, the eyes these 
patients were obtained and examined 
pathologically. this way, unique 
clinical and pathologic correlation in- 
teresting eye conditions was made pos- 
sible, and unusual cases have already 
been Over period six 
years, 125 eyes from patients were 
sectioned and studied. this report, 
those changes attributed the aging 
process will discussed. The frankly 
pathologic lesions will reported 
later date, 


All these patients were between 
the ages and years, and the 
largest number were the two decades 
between and years. The following 
chart shows the age grouping: 


This study was made possible by a grant from 
the Research Fund of the Home for Aged and 
Infirm Hebrews of New York City. 

Presented at the Fifty-Fifth Annual Session of the 
American Academy of Ophthalmology and Otolazyn 
eelogy, Oct. 8-13, 1950, Chicago, III. 


AGE INCIDENCE 


No. of | 


The visual acuity most these pa- 
tients ranged from good adequate. 
Forty-nine eyes had vision 20/30 


than 
100 200 200 
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better; eyes had vision 20/40 
better; and 116 eyes had vision 
20/70 better. the remaining 
eyes, had record visual acuity, 
and eyes had vision 20/100 
less, with eyes recorded having 
vision 20/200 less. may then 
say, résumé, that the 149 eyes 
examined, 116 (or per cent) had 
visual acuity 20/70 better, and 
per cent had acuity 20/100 
less. interesting note, this 
point, that such large percentage 
these old people had adequate good 
vision advanced age. While this 
too small group from which draw 
any statistical conclusions 
erence vision old age, agree- 
ment with reports that have appeared 
recently the 

What, then, can one expect find 
the pathologic examination post mortem 
eyes with relatively good vision? The 
purpose this investigation 
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marily determine the kind patho- 
logic changes associated chiefly with 
the aging process, apart from disease 
the eye per se. Also, attempt was 
made associate the condition the 
eyes with the general medical condition 
the patient. Since many these pa- 
tients were subjected complete au- 
topsy after death, full clinical and 
pathologic correlation was 
sible. This report will deal chiefly with 
the histologic changes these eyes. 


soon possible after death, most 
often within six hours, and never more 
than twenty-four hours, the eyes were 
enucleated and placed Bouin’s fluid. 
After fixation and passing through al- 
cohol per cent, the eyes were 
cut half, usually along the horizontal 
meridian, care being taken cut mid- 
way through the optic nerve and above 
the macula. This technic was later mod- 
ified, and small window was cut the 
eyeball the upper half allow the 
fixative enter the eye. After dehydra- 
tion with ether, alcohol and absolute 
alcohol, the eyes were embedded 
celloidin differing hardnesses, per 
cent, per cent and per cent, and al- 
lowed stay for several months. Sev- 
eral sections, microns thick, 
were then cut and stained with hemo- 
toxylin and eosin, Paraffin sections were 
also made from several eyes, and occa- 
sionally the trichrome stain Masson 
Mallory’s acid fuchsin stain was 
used. The sections were then mounted 
slides and covered with harleco syn- 
thetic resin and cover slips the usual 
manner. These procedures were chosen 
with the idea getting the maximum 
information from each eye, with the full 
realization that many cases more 
specialized technics might have yielded 
additional data importance. 


The most common microscopic find- 
ings the eyes old people were then 
listed and tabulated according the de- 
gree and the frequency with which they 
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occurred. Unusual findings were also 
noted and listed separately, even they 
occurred only once, shall now discuss 
the most common findings the order 
their frequency. 


OCULAR CHANGES ASCRIBED 
THE AGING PROCESS 


No. 
Eyes 

Cysts found ruptured cases 101 


Thickening and acellular structure 
arachnoid strands around optic nerve 
Fibrosis and hyalinization fibers 
ciliary muscle and hyalinization the 


stroma the ciliary process 
Hyaline bodies lamina vitrea 
(drusen) 
Opacification lens fibers (incipient 
cataract) 
Sclerosis arteries 
Choroidal arteries 


Central retinal artery and 
Major arterial circle iris and iris 


arteries 
Pigment granules trabeculae an- 
terior chamber 


Widening supraciliary space (an- 
temortem postmortem process 

layer pars plana 

10. Cystic separation nonpigmented 
from pigmented epithelium pars 
plana 

11. Hyaline thickening Descemet’s 
membrane (Henle’s warts) 

12. Hyalinization subsphincteric tissue 
iris 


Cystic Degeneration the Retina 
the Ora Serrata (fig. 

This condition was present prac- 
tically all eyes which the retina was 
seen intact and was most pronounced 
the temporal side. varied consid- 
erably degree and extent. cases, 
the most peripheral cyst the ora was 
ruptured (fig. 2). believed that 
ruptured cyst the ora can the cause 
detachment the retina old peo- 
ple. These ruptured cysts can account 
for the presence vitreous opacities 
flakes the anterior third the vit- 
reous. also interesting consider 
what relationship there may between 
ruptured cyst this position and the 
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FIG. 1—Cystic degeneration 


pull the zonular fibers. considerable 
number reports have accumulated 
the literature with reference cysts 
the retina since they were first described 


of 


the retina at the ora serrata. 


Blessig? 1855 and more fully 
1865. This subject well 
reviewed several and 
need only mentioned here. 
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FIG. 3—Thickening of the strands of the arachnoid 
sheath (A) around the optic nerve and loss of its 
cellularity. 
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Thickening the Strands the 
Arachnoid Sheath Around the 
Nerve and Loss Its Cellularity 

(fig. 

Not all microscopic sections showed 
the optic nerve and its sheath, but where 
was seen, this change was consistently 
process throughout the central nervous 
system and due increase hy- 
aline substance the arachnoid strands, 
associated with atrophy the endothe- 
lial cells. may have bearing the 
ability these strands absorb cere- 
brospinal fluid. 


? 


Fibrosis and the 
Fibers the Ciliary Muscle and Hy- 
alinization the Stroma the Cil- 
iary Processes (fig. 

Practically all eyes showed some de- 
gree fibrosis and hyalinization the 
fibers the ciliary muscle, and large 
number showed considerable fibrous re- 
placement. This is, unquestionably, 


4—Fibrosis and hyalinization the fibers the ciliary muscle (M) 
linization of the stroma of the ciliary processes (S). 


% 
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factor the loss the accommodative 
power the eye the aged, appears 
involve the meridional 
fibers chiefly and, undoubtedly, affects 
the circular fibers well, but this not 
readily demonstrated. The process 
hyalinization extends into the stroma 
the ciliary processes. What effect, 
any, this may have upon the flow 
aqueous not known present. 


FIG. 5—Hyaline or colloid bodies (B) 


of 
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lamina, sometimes growing consid- 
erable size. They may appear the 
disc, the inner end the lamina, and 
far out the ora serrata. The most 
frequent site near the periphery. They 
seldom interfere with vision unless they 
become very large and are centrally lo- 
cated, since the rod and cone processes 
are not impaired their presence but 
may displaced. 


the lamina vitrea (drusen). The inner 


elastic layer has the nodules, the outer cuticular layer is uninvolved. The pigment 
layer covers the nodule though it is thinned out and absent in places. 


Hyaline Bodies the Lamina 
Vitrea Drusen (fig. 

These nodules the inner layer 
the lamina vitrea are usually small and 
are covered the pigment epithelium. 
Several theories have been advanced 
account for the formation these 
nodules since they were first described 
Coats* and They are present 
believed derived from the pigment 
epithelium, either transformation 
the cell the process degeneration 
deposit secreted the pigment 
cell. They are found anywhere along the 


the microscopic slide, using hemo- 
toxylin and eosin stain, opaque lens 
take faint bluish stain, especially 
noted around the nucleus the lens 
near the equator. This may due the 
increase calcium content the cat- 
aractous Using this observation 
guide, eyes showed evidence the 
presence opaque fibers. Not all sec- 
tions showed the presence lens, 
which frequently dislocated and mis- 
placed the process fixation and cut- 
ting the eye. This observation applies 
those eyes where the lens was seen 
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FIG. 6—Opaque lens fibers (F) which have a bluish stain 


FIG. 7—Sclerosis of choroidal arteries (A). 


situ and properly stained. believe that 
the number would increased all 
lenses were subject examination. 
Clinically almost all eyes examined with 
the pupil dilated showed some evidence 
nuclear sclerosis opaque lens 
fibers, even when the vision was still 
good, 
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with hemotoxylin and 


Note the thickening of the media and 
slight hyalinization, though the lumen is still intact. 


and 10) 

One would expect find sclerotic 
changes the arteries the uveal tract 
and the retina the eyes old people. 
But there surprising number eyes 
which this process evident min- 
imal degree, especially one looking 
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for narrowing occlusion the lumen 
the blood vessel. has made 
similar observation. The formation 
atheromas mural thrombi also un- 
common, The most positive evidence 
sclerosis arteries thickening and 
hypertrophy the media the blood 
vessel and, occasionally, hyalinization 
the walls. The intima and the endotheli- 
are usually intact, except for in- 
crease thickness the elastic lamina. 
The adventitia also shows some increase 


thickness. Occasionally, but rarely, 
there will perivascular hyaliniza- 
tion which evidence sheathing 
the artery. noted the presence 
fine connective tissue fibers 


subendothelial tissue, thickening the 
elastica and hyalinization the adven- 
titia the ciliary arteries several 
eves old people. this series, hyper- 
trophy and hyalinization the media 
were considered indicating sclerosis 
the arteries. Even then, less than 


FIG. 8—Sclerosis the central retinal artery (CA) 
seen best in cross-section on the disc. 


FIG. 9—Sclerosis of the major arterial circle of the iris (MA). This vessel shows * nae 
considerable hyalinization of the media of the artery and the lumen jis constricted. : 
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FIG. 10—Sclerosis of the smaller arterioles in the iris (IA). 


Note hyalinization 


the wall of the blood vessel and narrowing of the lumen. 


per cent the eyes showed frank evi- 
dence sclerosis eyes showed scler- 
osis the choroidal arteries; eyes, 
sclerosis the central retinal artery; 
and eyes, sclerosis major arterial 
circle the iris and iris arteriole. 
the iris, especially, difficult dem- 
onstrate sclerosis, since the media 
the small arterioles usually thicker 
than normal. Here there had nar- 
rowing the lumen and hyalinization 
the media before one could sure 
that the vessels were sclerotic. Perhaps 
study the capillaries the retina ac- 
cording the new technic Hotch- 
will reveal more basic vascular changes 
than have been observed the pres- 
ent. 


Pigment Granules the Trabeculae 
the Anterior Chamber (fig. 11) 
Less than half the eyes examined 
showed the presence pigment gran- 
ules and pigment cells among the trabec- 
ulae the anterior chamber. These 
cells are derived, most likely, from the 
posterior surface the iris, and are 
filtered out, some extent, the tra- 


beculae. question has been raised re- 
garding the frequency with which such 
pigment cells may interfere with drain- 
age the aqueous into Schlemm’s 
canal and thus contribute increase 
intraocular There were 
known cases glaucoma this se- 
ries, both which had moderately 
small number pigment cells the 
trabeculae. But all the other cases did 
not have clinical pathologic evidence 
glaucoma, and many these cases 
had considerable pigment the tra- 
beculae the anterior chamber. The 
conclusion is, therefore, inevitable that 
there relation between the pres- 
ence this pigment the trabeculae 
and glaucoma the aged, and that 
coincidental finding true glaucoma. 


Space (fig. 12) 

The presence space between the 
ciliary muscle and the sclera was noted 
eyes. Occasionally, albuminous 
type fluid was found this space 
and, very occasionally, blood elements. 
This potential space the human 
eye and continuous with the supra- 
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chamber. 


or postmortem occurrence 1s not known. 


choroidal space. Whether an- 
temortem postmortem finding, dif- 
ficult say, but must mentioned 
since occurred with such frequency. 


Papillary Proliferation the 
Pigment Layer the Pars 
Plana (fig. 13) 
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stance. It is a potential space in life, but 


FIG. 1i—Pigment granules and cells (P) enmeshed in the trabeculae of the anterior 


FIG. 12—-Widening of the supraciliary space (S). It contains some albuminous sub- 


whether this widening is an antemortem 


This finding was noted eyes. 
The papillary formation extended from 
the ora serrata the ciliary proc- 
esses and continued some cases 
into the epithelium the ciliary proc- 
esses. none these eyes there any 
evidence inflammatory disease, 
hence must listed one the less 
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FIG. 13—Papillary proliferation of the pigment layer of the pars plana (P). 


common occurrences old age. Papillary 
formation the nonpigmented epitheli- 
the ciliary processes mentioned 
eyes the aged. How can one account 
for papillary formation epithelial 
hyperplasia eyes that are evidently 
deteriorating? quote Duke Elder,® 
“The hyperplasia is, presumably, due 
the stimulation caused irritative sub- 
stances the sclerotic processes 


10. Cystic Separation the Nonpig- 
mented from the Pigmented 
the Pars Plana 

(figs. and 15) 

This condition was noted eyes. 
The areas separation 
small and there may more than one. 
Occasionally, the entire nonpigmented 
epithelium separated from the pig- 
ment layer, and the cystic space contains 
albuminous fluid 14). Though 
these cystic spaces are continuous with 
those the retina the ora serrata, 
not believe that they can account- 
for the same basis, namely, poor 
nutrition and inadequate circulation. 


additional factor present the pars 
plana, namely, the zonular fibers. 
those eyes which there deteriora- 
tion the cement substance that orig- 
inally causes the nonpigmented and the 
pigmented layers the optic cup 
adhere the third month embryonic 
life, the intermittent pull the zonular 
fibers, even though diminished the 
old eye, may sufficient recreate the 
original space between the two layers 
the optic cup. 


Membrane (fig. 16) 

Though this condition frequently 
mentioned the literature occurring 
the eyes the aged, was found 
only eyes this series. Descemet’s 
membrane widens out the periphery 
until almost twice the normal thick- 
ness, and small excrescences 
seen, so-called Hassall-Henle’s warts. 
Thickening the glass membranes 
mentioned occurring the aging 
process and affecting the hyaline lens 
capsule, the zonular fibers, Descemet’s 
and Bruch’s But diffi- 
cult certain this occurrence 
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FIG. 14—Cystic separation of the nonpigmented from the pigmented epithelium of 


the pars plana (C). 


FIG. 15--Large cyst in pars plana containing albuminous substance (C). 


most eyes, except where the thickening 
ticed thickening the anterior half 
the hyaline capsule, compared 
the posterior half, those eyes where 


the lens visible and well-stained. The 
change thickness discern- 
ible and the transition takes place poste- 
rior the equator, rather sharply (fig. 
17). This may indicate relationship 
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FIG. thickening Descemet’s membrane the periphery (H). Some 
warty nodules are seen at (W) (Hassall-Henle bodies). 


FIG. 17—The equator of the lens showing the difference in thickness of the hyaline 


carsv'te (H) in front of and behind the equator. 


between the hyaline capsule and the iris. stated that was responsible 
terior epithelial capsule the lens, the rigidity the pupil older peo- 
which also ends abruptly the equator. so-called senile miosis. Larsson and 
give other factors respon- 

12. Hyalinization the Subsphincteric for senile miosis and rigidity 
Tissue the Iris (fig. 18) the pupil, namely, depigmentation the 
the first author and stroma the iris, hy- 
the presence hyaline connective tis- and calcarious degeneration the 
sue beneath the sphincter muscle iris vessels, atrophy the spincter and 
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dilator muscle fibers, plus hyalinization 
subsphincteric tissue. was found, 
however, only the eyes this 
series, all the other eyes, the sub- 
sphincteric tissue appeared normal 
had only minimal hyalinization. The 
tendency the formation hyaline 
substance apparently subject con- 
siderable individual variation. 

For the sake completeness, 
necessary mention other findings oc- 
curring the aging process which have 
been mentioned the literature. They 
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wn 


Fatty degeneration the sclera, the 
sclera becoming more yellowish 
color 


Atrophy and proliferation pig- 
ment epithelium retina and epi- 
thelial layers the uvea (Kersch- 
and 


N 


Thickening the border layer 
the vitreous and liquefaction the 
vitreous 


Increase the lens (Priestley 


FIG. 18--Hyalinization of the subsphincteric tissue of the iris (S). 


are well summarized 

and, more recently, Som- 

and are listed follows: 


Arcus senilis the cornea (Tak- 


Decrease diameter cornea 
(Priestley 


Flattening the cornea 
Thickening the sclera and forma- 
tion hyaline scleral plaques ante- 


rior insertion extraocular mus- 
cles 


and the yellow coloring 
the lens fibers 


the ordinary staining method used 
this study, very few, any, changes 
were noted the cornea, sclera, retina 
optic nerve. The structure and ap- 
pearance these tissues were apparent- 
normal, variation from the normal 
histology was slight that one could 
not certain its significance. Spe- 
cial scarlet-red stains have shown the 
presence lipoid granules ganglion 
cells, reported Lowenstein and 
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Others have reported lipoid 
deposits cornea, sclera, ciliary body, 
Bruch’s membrane, and pigmentary epi- 
Nerve tissue stains might also 
show degenerative changes the cells 
the retina and optic nerve not appar- 
ent ordinary methods. The macula, 
where appeared the slide, seemed 
fairly normal. The changes that 
did occur very often appeared 
folds and swellings due the fixative 
and embedding process. analysis 
the macula, appeared this series 
left for further 
study. The unusual microscopic findings 
that occurred only once were not men- 
tioned this report but will pre- 
sented future time. 


the whole, the the human 
being appears stand fairly well 
under the pressure time and spite 
the enormous amount strain 
which subjected over the average 
lifetime. Heredity plays important 
part, according together 
with intercurrent disease and environ- 
mental intluences. 


SUMMARY 

The present study based upon the 
microscopic examination 125 eyes 
obtained post mortem from patients. 
Over per cent those whose eyes 
were examined for visual acuity had 
good adequate vision. The purpose 
this study was determine the nature 
the changes that can attributed 
the aging process, apart from 
specific diseases the eye. All the 
findings are listed and classified accord- 
ing the frequency occurrence. The 
pathogenesis and bearing upon clinical 
changes the eye are also discussed. 
For the sake completeness, reports 
this subject other authors are 
mentioned. 
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DISCUSSION 


C.: Dr. Kornzweig has had unusual ad- 
vantage the study the ocular aspects 
gerontology. not know any investigator 
who has had the opportunity keeping under 
clinical observation elderly individuals over 
period six years, and then being able 
obtain their eyes for sectioning. This ma- 
terial should sifted repeatedly through fine 
screens, for will reveal many facts dif- 
ferent observers. would suggest that Dr. 
Kornzweig donate section each eye to- 
gether with its clinical history the Oph- 
thalmic Pathology Registry the Armed 
Forces Institute Pathology, where will 
be available for future study. 


The author has made careful compilation 
all the findings noted each eye and 
then tabulated them. Although this 
basis his study and forms valuable con- 
tribution itself, not feel that this 
sufficiently conclusive for this wealth ma- 
terial. would much more yaluable 
postulate the progressive age changes and 
then determine how these occur. Carlson has 
listed the principal age changes the phy- 
siology man gradual tissue dessication, 
with retardation cell division and repair, 
retardation tissue oxidation, decrease 
tissue elasticity and degenerative changes 
the elastic connective tissue, 
atrophy, degeneration, increased cell pigmen- 
tation and fatty infiltration. One usually sees 
these elderly individuals decrease the 
size the functioning parenchymal cells to- 
gether with increase both the amount 
and density the interstitial substance. 


18. 
4 
al 
20. 
{ 
4 
ay 
?? 
= 
a 
‘ 
q 
29. 
Wikis 


276 KORNZWEIG 


One cannot differ with the author the 
facts his observations. However, some 
the interpretations are open question. 
states that this series hypertrophy and hya- 
linization the media were taken indicate 
senile sclerosis the arteries. cannot agree 
with this, for the senile arterial degeneration 
the fatty infiltration into the intima together 
with the degeneration the elastic lamellas, 
while the arteriolar degeneration hyper- 
tension, which not senile variation, ac- 
companied caused the changes the 
media. 

The author mentions the fact that used 
only the ordinary staining methods this 
clinically the most important region ob- 
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served the macular zone the elderly, with 
the degenerative, exudative and proliferative 
lesions that occur here. hoped that 
future paper the author will exhaustively 
cover this region. 


Dr. want thank Dr. Rones 
for the trouble took read the paper and 
also for his many valuable suggestions and 
for his discussion. 

certainly expect continue studying this 
material. that have just scratched 
the surface and that there still lot more 
done with it. 

regards sending the the 
Registry Ophthalmic Pathology, think 
that very fine suggestion. 
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CONGENITAL CYST THE OPTIC NERVE 
WITH ENCEPHALOCELE 


GEORGIANA 
OAK PARK, ILL. 
and 
M.D. 
CHICAGO, ILL. 


BY INVITATION 


ENCEPHALOCELE prolapse her- 
nia the meninges with cerebrospinal 
fluid contents, including brain substance 
prolapsing within the meningeal sac 
through opening the skull wall. 
According the “American Encyclo- 
pedia Ophthalmology,” the bony de- 
fect usually within the line suture, 
and very rarely posterior orbital men- 
ingocele, encephalocele, presents near 
the apex the orbit. 

1949, Strandberg? reviewed 
cases the posterior part the orbit 
which roentgen postmortem exam- 
ination established the presence 
hernial formation containing substance 
the middle cerebral fossa and extend- 
ing into the orbit behind the bulbus, 
either through defect the orbital 
wall through enlarged preformed 
opening, well cases which ex- 


plorative operations the 
vealed tumors consisting brain tissue 
—with without membranes and with 


without cystic degeneration and 
cerebrospinal fluid. 
that Reali collected 140 cases cephal- 
oceles, only one which was the 
posterior orbit (basal). 

proposed the designation 
encephalocystomeningocele 
basis his belief that the condition 


From the department of ophthalmology, Universit, 
of Illinois Medical School, and the Illinois Eye and 
Ear Infirmary, Chicago. 

Presented as a Clinicopathologic Case Report at the 
Fifty-Fifth Annual Session of the American Academ 
of Ophthalmology and Otolaryngology, Oct. 8-13, 
1950, Chicago, Ill. 


due cystic arachnitis. Strandberg be- 
lieves that the cystic degenerative 
changes the arachnoid are secondary 
the actual defect through which the 
hernial formation penetrates the orbit 
and are natural consequence the 
altered pressure and gradual compres- 
sion which are associated with the her- 
nial opening, similar that which may 
seen during operation for incipient 
incarcerated hernia. 

The preformed openings through 
which cephaloceles the posterior part 
the orbit may penetrate are the optic 
foramen, the sphenoidal 
maxillary fissures and 
ethmoidal foramen. They may either 
normal size enlarged. general, 
enlargements are unilateral, 
may affect all openings one only. The 
nonpreformed openings may (a) con- 
genital deficiencies, (b) traumatic de- 
fects, (c) defects caused pre- 
existing concurrent disease. 

rule, the soft meninges and brain 
tissue form component parts the her- 
nial formation, whereas the dura mater 
usually not involved except only the 
very early stages when bursts, allow- 
ing the soft tissues herniate. 

The case presenting shows the 
very unusual picture 
cyst interposed between the optic nerve 
and its arachnoid sheath the nasal 
side, and extending into the posterior 
part the globe through defect the 
sclera (figs. and 2). Within the cyst 
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FIG. 1—Congenital cyst of the optic nerve with encephalocele extending 


into the globe. 


FIG. 2—Congenital cyst of the optic nerve with encephalocele, showing 
the neural tissue entering the globe. 


are strands tissue composed 
stroma which are many large pale 
staining cells with prominent nucleoli, 
ganglion cells and smaller deeply stain- 
ing cells. The strand adjacent the 
nerve confluent with This tissue 
has the appearance normal brain tis- 
sue. The posterior end the cyst cut 
off the neurectomy, and seems like- 
that may extend backward along 
the optic nerve become continuous 
with the brain, thus forming true en- 
cephalocele. 


CASE REPORT 


D., Negro, was born with slightly 
proptosed left eye, which was turned out and 
down extremely that the cornea was hidden 
the lower lid. The only active muscles 
were the superior oblique and and the external 
rectus, and these only extreme upward 
gaze. was the first-born child; preg- 
nancy and delivery were normal. history 
familial diseases. Physical examination 
was negative. was brought the 
Eye and Ear Infirmary the age months 
and was observed periodically until the time 
enucleation, when was months old. 
During that time several attempts were made, 
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under general anesthesia, examine his fun- 
dus; this was never satisfactory. Proptosis 
was not reducible. Repeated 
aminations the skull and orbit showed 
other abnormality other then that the left 
orbit was slightly larger than the right. Ten- 
sion was never raised. The was apparent- 
neurofibromatosis, cystic type optic nerve 
tumor, congenital cyst optic nerve, 
microphthalmus with cyst 

Because the proptosis gradually increased, 
was decided enucleate the eye. During 
surgery, after the rectus muscles were cut, 
large cyst was found continuous with the pos- 
terior surface the globe, about the entry 
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placed the previously described neural tis- 
sue. Occasional patches choroidal tissue can 
traced the disc. this side the 
margin there tongue and fibrous 
tissue lined deflection pigment epi- 
thelium, which extends between the choroid 
and retina. The choroid bends 
the optic nerve for short distance. The 
retina shows atrophic changes all layers; 
cystoid changes are most marked the inner 
nuclear layer. the region the optic 
there extensive glial proliferation, and 
one area the nasal side the neural tissue 
the cyst has invaded the retina (fig. 3). 

The optic nerve narrow and its columns 


FIG, 3--Congenital cyst of the optic 


adhesions of neural tissue with the 


the optic nerve, and extending back 
the tip the orbit. Attempt was made 
ligate the base the cyst the foramen, 
but this was unsuccessful. After cc. 
clear watery fluid was aspirated with syringe, 
the cyst and optic nerve were cut near 
the apex the orbit possible. 

the collapsed cyst, mm. Hori- 
zontal calots showed inferior nasal coloboma 
which measured mm. The lens was 
doughnut shaped. (This accounts 
poor visibility fundus.) 

shall omit the details the findings 
the anterior segment the eye, except 
say that the trabeculum poorly developed, 
and the iris rather solid. 

The choroid hyperemic. the nasal 
side, far forward the equator the choroid 
thickened and its normal structure 


nerve with encephalocele, showing 


retina. 


are not regular. the nasal side the cyst 
lies between the nerve and its arachnoid sheath 
and contains the herneated 
which Dr. Benjamin Lichtenstein said iden- 
tical with the tissue the fourth ventricle. 

The sclera reflected over the cyst, leaving 
large coloboma the posterior nasal side 
of the globe 

Although there are cases record which 
the hernia has followed the optic nerve into 
the orbit, cannot find any record such 
case this one which the herniation fol- 
lowed the nerve into the globe itself. 
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BILATERAL CYSTIC MASSIVE SEPARATION THE RETINA 
JUVENILE 


M.D. 


and 
M.D. 
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BOSTON, MASS. 


niles usually purely ocular lesion 
without any relationship systemic 
disturbance. The following 
sented before the Pathology Club 
Washington special interest and 
apparently unique its asso- 
ciation with generalized skeletal dis- 
ease and its bizarre clinical and patho- 
logic appearance. The patient, 16-year- 
old male, starting the age months 
demonstrated profound disturbance 
skeletal development characterized 
multiple articular defarmities suggest- 
ing osteochondrodys- 
trophy. Biopsy revealed probable ab- 
normality the process endochon- 
dral ossification consistent with either 
achondroplasia. 
Mental development has been normal. 

the age the vision was 20/20 
each eye. the age was 
20/70 both eyes with minus correc- 
tion, this time floating vitreous opa- 
cities were first noted the left eye. 
Two years later age 14, vitreous opa- 
cities appeared the right eye while 
the left eye now exhibited retinal sep- 
aration with partial disinsertion. the 
suspicion neoplasm, the left eye 
was enucleated and shortly thereafter 
the right eye likewise displayed separa- 


Presented Case Report the 
Fifty-Fifth Annual Session of the American Academy 
of Ophthalmology and Otolaryngology, Oct. 8-13, 
1950, Chicago, Ill. 


tion with disinsertion. Safar retino- 
pexy was performed with the escape 
large amount subretinal fluid, 
necessitating intravitreal saline injec- 
tion restore the shape the globe. 
One month later the retina was largely 
back place but presented curious 
wrinkled cystic appearance. Two 
months after surgery the patient was 
able see somewhat, but the present 
time presents massive separation with 
only light perception and tendency 
hypotony. The left eye was submitted 
Dr. Hugo Riemer the pathology 
laboratory the Massachusetts Eye 
and Ear Infirmary and examined Dr. 
Parker Heath. 

The pathogenesis retinal 
changes obscure. The absence any 
obvious relationship between the skele- 
tal and ocular manifestations favors the 
belief that these are independent proc- 
esses, though both appear the na- 
ture dystrophy. The type retinal 
separation herein encountered fits most 
readily into Heath’s category altered 
vascular permeability, view the 
dearth pathogenetic evidence one 
cannot with assurance proceed any fur- 
ther than the application the non- 
specific descriptive appellation cystic 
retinopathy. The special interest this 
case lies its bilaterality, its transient 
response surgery, and the relatively 
long retention vision the presence 
such extensive retinal degeneration. 


280 


Dy 
Vase 
BS 
AS 
EN 
i 
j 


JAN.-FER. NEW INSTRUMENTS 281 


1951 


BINOCULAR DISSECTING MICROSCOPE WITH ADJUSTABLE 
FOCAL DISTANCE 


ST. LOUIS, MO. 


Ficure 


Five years ago felt very fortunate 
obtaining binocular dissecting mi- 
croscope. The vision through was ex- 
cellent and the light bright, but when 
one used the depth mastoid 
cavity, troubles began. was impossible 
get the light, the lines vision and 
the operating instrument into the cavity 
the same time. Some changes were 
made the original scope but there 
were definite limits these: the work- 
ing distance could not 
enough without causing double vision 


From the department of otolaryngology, Washington 
University School of Medicine. 

Presented as a New Instrument at the Fifty-Fifth 
Annual Session the American Academy Oph- 
thalmology and Otolaryngology, Oct. 8-13, 1950, 
Chicago, Il. 


other aberrations, the illuminating 
beam light could made coaxial 
with the line vision only with diffi- 
culty, and the whole microscope head 
was quite large. 


With these points mind and with 
suggestions from the scopes Walter 
new dissecting scope constructed (fig. 
1). 

The working distance was increased 
using objective lens appropriate 
power. When the working distance 
changed, the binocular angle must also 
adjusted. Provision for this adjust- 
ment made the connection between 
the two sides the scope with the cen- 
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ter hinge. This valuable developing 
scope and for changing for other 
uses. 

fortable working distance. this dis- 
tance the drill handle just misses the 
objective. With increased working dis- 
tance desirable increase the sep- 
aration the objectives enough 
maintain the stereoscopic angle. The 
beam light may then placed direct- 
between the objectives. The separa- 
tion not great prevent getting 
both lines vision into the mastoid 
opening. The magnification depends 
the strength the oculars. 

The hinge mounting, similar that 
used binocular field glasses, used 
also attach the supporting arm. In- 
moving the left half. The whole head 
may moved from side side mov- 
ing the right half. 

The supporting arm provided with 
rotating joint. The arm fitted 
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American Optical Company dissecting 
microscope stand. The mechanical de- 
tails and construction were carried out 
Mr. William Fuchs the Washing- 
ton University and Mechani- 
cal Shop. 


SUMMARY 

The principal difficulty using dis- 
secting microscope fenestration sur- 
gery was solved increasing the work- 
ing distance. Other features, almost 
by-products, were introduced, namely, 
adjustment for the binocular angle, 
increase depth focus, and coaxial 
lighting. 
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PROTECTIVE SHIELD FOR ENDOSCOPY 


M.D. 
BAY PINES, FLA. 


THE apparatus ordinary weld- 
er’s shield, consisting adjustable 
head band which attached ace- 
tate shield.* The acetate excellent 
transparency and affords ideal protec- 


Presented New Instrument the Fifty-Fifth 
Annual Session the American Academy Oph- 
thalmology and Otolaryngology, Oct. 8-13, 1950, 
Chicago, Ill. 


*The original apparatus is on display by Geo. P. 
Pilling & Son. The shield was purchased from Swee- 
ney Welders Supply Co., 1225 71st Place, Chi- 
cago 36, Ill. The item is listed as “Plain head gear 
with 10x20 inch clear acetate shield, No. 50.” 


tion the eyes, nose and mouth. Dr. 
Chapman Asheville, C., and 
have found particularly comforting 
scoping tuberculous patients. For 
protection while applying topical anes- 
thesia, welder’s shield with head 
mirror attached the head band use- 
ful. The endoscopist will find little dif- 
ficulty detaching the head mirror 
from ordinary head mirror band and 
reattaching the band the weld- 
er’s shield. 
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PLASTER SKULL CAP WITH CURVED ARM BUMPER GUARD 


GERSON LOWENTHAL, M.D. 
CINCINNATI, OHIO 


FREQUENTLY patients are seen who 
have recent depressed fractures the 
malar (zygomatic) bone. Following re- 
duction, which relatively easy, 
feared that the fractures may again 
displaced the patient his sleeping 


inet cap slipped over the calvaria, and 
sheet wadding felt strips are then ap- 
plied. wire coat hanger bent that 
curve! arm projects over the zygo- 
matic area involved, without touching it. 
Padding placed over this wire projec- 


FIG. 1—Plaster s!ull cap with curved arm bumper guard. 


hours. several occasions have 
found that plaster skull cap with 
curved arm bumper guard (fig. has 
protected the patient without the dis- 
comfort him sandbags about his 
head. 

The device made either before 
after reduction the fractures. stock- 


From the department of otolaryngology, College of 
Medicine, University Cincinnati. 

Presented as a New Instrument at the Fifty-Filth 
Annual Session of the American Academy of Oph 
thalmology and Otolaryngology, Oct. 8-13, 1950, 
Chicago, Ill. 


tion and the entire ensemble encased 
plaster, using plaster bandages. Dur- 
ing the day this head gear may re- 
moved, while night applied the 
patient cap. The weight the cap 
prevents the patient from tossing about 
too much his sleep but still allows him 
turn freely the affected side with- 
out dislocating the fractures. 

This device intended for use only 
the simple types depressed frac- 
tures the malar bone where external 
fixation not necessary following re- 
duction, 
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HEATLESS AUTOMATIC HUMIDITY UNIT 


Hans Von M.D. 
CHICAGO, ILL. 


from experience that effective system 
heatless humidification one the 
most important factors the success- 
ful treatment acute laryngotracheo- 
bronchitis and the postoperative care 
tracheotomized patients. Perhaps the 
chief difficulty equipping high hu- 
midity ward has been the expense 
procuring efficient heatless humidity 
unit. Mr. Leo Lynk St. Francis Hos- 
pital Evanston has solved this prob- 
lem for devising and assembling 
such unit very low material cost. 

this unit (fig. 1), compressed air 
passed through system strainers 
and filters pressure regulator, which 
reduces the pressure pounds per 
square inch. The air then forced over 
two siphons mounted constant-level 
water tank, and fine spray produced. 
The consistency this spray can 
varied adjusting the spray nozzles. 
The entire apparatus turned off and 
magnetic valve, which con- 


From the departments otolaryngology, Stritch 
School of Medicine, Loyola University, and St. 
Francis Hospital, Evanston, III. 

Presented as a New Instrument at the Fifty-Fifth 
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trolled automatic humidistat 
hand, desired. 


With this unit* have found easy 
keep the relative humidity our five- 
bed humidity ward the ideal level, 
from per cent, without in- 
crease room temperature: this mois- 
ture reduces loss body fluids, liquefies 
tracheobronchial secretions and soothes 
the inflamed mucous membrane. The 
cool air assists the reduction fever, 
thus lowering the metabolic rate and the 
oxygen requirements the patient. 
contrast, the ordinary croup kettle and 
other forms moisture production heat 
the surrounding air and thus often ac- 
tually decrease the relative humidity 
the room. small tent has the additional 
disadvantage frightening infants and 
children. 


our experience this unit has been 
just efficient the large and expen- 
sive commercial machines. Its low cost 
and the simple construction and mainte- 
nance may enable other institutions 
equip similar humidity ward rela- 
tively small expense. 


*This unit is to be manufactured by Surgical Me- 
chanical Research Co., 1901-1905 Beverly Blvd., Los 
Angeles, Calif. 
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FIG. 1—-Heatless automatic 

Waterline 6. 
100 Ib. Air Line A 
Automatic Water Tank 8. 
Tank Overflow 9 


Spray Nozzles 


humidity unit (St. I 
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Solenoid Valve 

Air Filter 

Pressure Regulator 

Air Line Spray 
Nozzles 


cis Hospital, 


Evanston, IIl.). 
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Humidistat 
Automatic Control 
Hand Control 
Electric Cord 
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HEATER FOR PREHEATING NASOPHARYNGEAL 
AND LARYNGEAL MIRRORS 


AaGesen, M.D. 
ANDERSON, IND. 


VIG. 1—-Heater for nasopharyngeal and laryngeal mirrors, 


Since the very inception otolaryn- 
gology specialized field medicine 
there has never been entirely satis- 
factory method heating laryngeal 
nasopharyngeal mirrors. 

The mirror heater presented here 
offered the answer for the saving 
time and temper, well mirrors, 
clinic hospital (fig. 1). holds ten 
mirrors any size constant heat 
just above body temperature. made 
Presented as a New Instrument at the Fifty-Fifth 
Annual Session of the American Academy of Oph 


thalmology and Otolaryngology, Oct. 8-13, 1950, 
Chicago, Hl. 


stainless steel and the heat pro- 
duced easily replaceable watt 
mazda bulb. testing the mirror 
the back the hand necessary. The 
nurse turns the heaters the morn- 
ing and off night. red pilot light 
shows when the heater use. The 
heater can hung the wall left 
the treatment cabinet desired. 


hoped that with this foolproof 
method placing preheated mirrors 
their finger tips, the student and clin- 
ician alike will use the mirror much 
greater extent routine aid diag- 
nosis. 
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NEBULIZER FOR CONTROLLED TEMPERATURE 
HUMIDIFICATION 


M.D. 
BERKELEY, CALIF. 


nebulizer which are using produce 
controlled temperature humidification 
the treatment acute laryngotracheo- 
bronchitis and other respiratory 

This nebulizer was developed Dr. 
Robert Denton, member the resi- 
dent staff Children’s Hospital the 
East Bay, Oakland. constructed 
aluminum with alumalite coating 
which renders noncorrosive and non- 
reactive (fig. 1). The glass reservoir 
has capacity approximately 
ounces, which allows continuous opera- 
tion from five eight hours, depending 
upon the rate flow. 


using basic solution distilled 


water with per cent glycerin pro 
pylene glycol, droplets 0.5 6.0 mi- 


Presented as a New Instrument at the Fifty-Fifth 
Annual Session the American Academy Oph 
thalmology and Otolaryngology, Oct. 8-13, 1950, 
Chicago, III. 


2—Nebulizer in 


FIG. 1—Large capacity nebulizer 
crons are formed. desired, one may 
add the basic solution antimicrobial 
agents, vasoconstrictor and bronchodila- 
tor drugs. 

The apparatus activated 
cation the Burgess open-top 
tent, which contains ample ice cooler 
for regulation temperature (fig. 2). 


open-top oxygen tent. 
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ACRYLIC TRACHEOTOMY TUBE 


M.D. 
LOS ANGELES, CALIF. 


Not infrequently cases for irradia- 
tion carcinoma the larynx either 
have preliminary tracheotomy find 
one necessary during the period 
treatment, often unwise imprac- 
ticable remove the metal tracheotomy 


Ficure 


Chief of the Section on Otolaryngology, Veterans 
Administration Hospital, and associate clinical pro- 
fessor of surgery, University of California at Los 
Angeles. 

Presented as a New Instrument at the Fifty-Fifth 
Annual Session of the American Academy of Oph 
thalmology and Otolaryngology, Oct. 8-13, 1950, 
Chicago, Tl. 


tube during the actual period irradia- 
tion therapy. 

acrylic tracheotomy tube was de- 
veloped which fulfills the requirements 
the metal tube and has the advantage 
secondary radiation. The acrylic 


Ficure 


tube was made conform with the size 
and shape the Jackson No. full- 
curved tracheotomy tube (fig. 1). thin 
metal pilot used when the tube in- 
serted (fig. 2). The tube may cleaned 
and sterilized the usual manner. 
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NEW CATARACT SUTURE 


Harvey M.D. 
PITTSBURGH, PA. 


sutures have become 
increasingly popular recent years be- 
cause (1) they result firm closure 
the incisional wound; (2) they prevent 
postoperative vitreous loss and iris pro- 
lapse; (3) they promote early anterior 
restoration 


principle McLean’s interrupted sin- 
gle suture.! 

nonper- 
forating incision made the sclera 
(with No. Bard-Parker knife blade) 
mm. behind the limbus and concentric 
with (fig. A). This curved incision 


peripheral anterior synechia and conse- 
quent (4) they reduce the 
incidence anterior chamber hemor- 
rhage; and (5) they result minimal 
postoperative corneal astigmatism. 


The suture presented here ap- 
positional mattress suture based the 


Presented as a New Technic at the Fifty-Fifth An- 
nual Session of the American Academy of Ophthal- 
mology and Otolaryngology, Oct. 8-13, 1950, Chi 


cago, Ill 


0.3 0.5 mm. deep and extends 
through the meridian from 10:30 o’clock 
1:30 o’clock. 


double-armed atraumatic suture 
passed from behind forward. in- 
serted through the posterior lip the 
incision forward across 
trough through the anterior scleral lip, 
coming out about 0.5 0.75 mm, from 
the incision edge and through the lim- 
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bus-based conjunctiva (fig. B). One 
such suture inserted the 
position, and another o’clock. The 
portion each track suture crossing the 
trough pulled out the correspond- 
ing corneal side and draped out the 
way the eyeball. 


keratome incision now made lat- 
eral the suture, penetrating into the 
anterior through the trough (fig. C). 
The rest the incision readily com- 
pleted with Westcott’s spring scissors 
Castroviejo’s angular 


scissors, 


The zonule ruptured and the lens 
delivered with Arruga’s forceps the 


maneuvers indicated figure 


HARVEY THORPE 


TRANS. AMER, 
ACAD. OF O. & O. 
and Pressure made from without 
with round-nosed hook points and 
ligament. The zigzag arrow and the 
numbers and indicate the move- 
ments the capsule 
grasping the lens. 


After lens delivery, the wound 
gently locked grasping and pulling 
the ends the double-armed 
mattress suture (fig. pulling 
both ends with one forceps while an- 
other holds the conjunctiva place. 
Both sutures are thus pulled gently. 
Toilet the wound performed before 
the sutures are knotted. Figure 
shows one suture knotted and the other 
being tightened just before tying. 


scleral 


: 
= 
2 
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Figure indicates sectional view 
the tied mattress suture position. 
shows the relation the suture the 
conjunctival flap and the scleral in- 
cision. The track the suture actual- 
semicircular rather than angular 
shown the figure, 

After tving the above-mentioned su- 
ture, one replaces the conjunctiva and 
seals with drops thrombin and 
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plasma? mixed together (fig. H), 
means interrupted continuous 
suture. 


REFERENCES 
suture, Arch. Ophth., 1940 
Town, Arno E.: The use fibrin coagulum 
fixation ocular surgery: intraocular 
surgery, Tr. Am. Acad. Ophth., 
(Nov.-Dec.) 1949. 


ELECTRIC COAGULATOR 


M.D. 
ST. LOUIS, MO, 


electric coagulator (fig. was 
rhages from small scleral vessels. Such 
bleeding may troublesome times 
glaucoma operations well cata- 
ract and other forms ocular surgery. 


purposely designed for coagulation with- 
out cauterization.* The tip, therefore, 
may placed against the lips 
scleral wound without fear damaging 
the tissues. necessary have the 
field dry that the tip touches the cut 


Ficure 


The instrument consists battery 
handle holding one pen-cell, 
tery heats the tip just enough cause 
coagulation, but will not cauterize 
and destroy tissues. The instrument was 


From the department of ophthalmology, Washington 
University School of Medicine. 

Presented as a New Instrument at the Fifty-Fifth 
Annual Session of the American Academy of Oph 
thalmology and Otolaryngology, Oct. 8-13, 1950, Chi 
cago, Ill. 

*This instrument is manufactured by Storz Instru 
ment Co., 4570 Audubon Ave., St. Louis 10, Mo. 


plunging the tip into pool 
valueless. There are other uses 
for the instrument such coagulating 
small conjunctival nevi, touching the 

The handle watertight, 
ization accomplished submerging 
sterilizing fluid such Post’s solu- 
The battery can changed during 
operation without contaminating the 
handle, but ordinarily one fresh cell will 
last for several operations. 
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NEEDLE PUNCTURE LENSES WITH TENSE CAPSULES 


JR., M.D. 
Ray M.D. 
HOUSTON, TEXAS 


needle (fig. used the 
operation for the intracapsular extrac- 
tion cataract. used puncture 
the lens the capsule too tense 
grasped with smoothly tipped forceps. 
After the puncture, 
cortex escapes from the lens and the 
capsule becomes flaccid enough 
grasped easily with forceps. 


the following ways. Some resistance 
offered the point the 25-gauge 
needle the capsule, and the lens felt 
move backward before the 25- 
gauge needle penetrates the 
resistance offered the point the 
needle which have designed, and 
not possible feel the penetration 
into the lens. After the 25-gauge 


FIG. 1—A needle to puncture the lens. 


The needle consists handle, 
shaft, and tip. The tip directed away 
from the shaft angle about 
cross-section and sharply pointed. 


This instrument has certain advan- 
tages over 25- 26-gauge needle and 
ordinary seamstress’ needle, although 
they may also used puncture the 
lens, One advantage that the handle 
can grasped securely, even gloved 
fingers. Also, the length the shaft 
and the angulation the tip make 
possible for the surgeon have un- 
obstructed view the site puncture 
when the needle introduced into the 
lens. 


The effect the needle upon the lens 
unlike that 25-gauge needle 


Presented as a New Instrument at the Fifty-Fifth 
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needle has punctured the intumescent 
lens, there grossly visible gush 
cortex from the hole the capsule. 
The escape cortex through the hole 
which made the needle which 
have designed not obvious; the 
necessary after the puncture express 
cortex through the hole pressure 
the anterior lens capsule with the closed 
forceps. This must done before the 
capsule will become flaccid enough 
grasped with the forceps. 

This needle was made Mueller 
and Company October 1948 and has 
been used since that time faciliate 
intracapsular extraction lenses with 
tense capsules. 


REFERENCE 
Daily, L., Jr. and Daily, Ray K.: pro- 
cedure facilitate intracapsular forceps 
extraction intumescent cataracts, Am. 
Ophth., 1948. 


peat 
} 
4 
re 
: 
# 
3 x 


NEW INSTRUMENTS 


MECHANICAL DEVICE FOR THE INSERTION 
CORNEOSCLERAL SUTURES 


Bruno M.D. 


NEW YORK, N. Y. 


large number sutures devised 
for closing cataract incisions proof 
the great interest the subject. The dif- 
obtaining perfect radial ap- 
position well known. Here are some 


The instrument wish present 
the result attempt substitute the 
cool precision mechanical device 
for the uncertainties the human hand 
(fig. 1). this instrument, neither for- 


FIG. 1—A new mechanical device for the insertion of corneoscleral sutures. Front and side views. 


the possible malpositions that can 
seen current surgical practice. 


The suture the cornea and the one 
the sclera are not along the same 
meridian. 


The point the suture the cornea 
deeper than the sclera. 
The suture superficial the cor- 
nea and deep the sclera. 


Presented as a New Instrument at the Fifty-Fifth 
Annual Session of the American Academy of Oph- 
thalmology and Otolaryngology, Oct. 8-13, 1950, 
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ceps nor needle holder used, but the 
needle pushed through the tissues 
while they are held place the jaws 
the lower part the instrument, 
This instrument consists small 
through the incision into the anterior 
chamber. There upper footplate 
which rests the outer surface the 
eye, provided with two small teeth 
prevent the sclera from sliding back. 
The two footplates are pressed together 
spring contained the shaft the 
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FIG. details the mechanical device illustrated figure 
system levers pushes the needle 
through the tissues. Figure shows how 
two little channels, pierced the upper 
footplate, guide the needle the points 


entrance and exit. 


instrument. They are separated push- 
ing button the top and are kept sep- 
arated catch. The needle carried 
arm which has the same length 
the radius the needle. simple 
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eight parts including the 


WALL 


indicated the illustration (fig. 
1), spring-actuated. For one wind- 
up, capable producing about 
forty revolutions the cutter. All 
thrust taken the pivot point just 
back the cutter chuck. The sliding 
clearance mentioned between the inner 
and outer barrel members the or- 
der 0.002 inch. 


The outer barrel has thin walled 
section where the fingers and thumb nat- 
urally grasp it, holding 
This wall thin enough that rea- 
sonable digital pressure can deform the 
outer barrel act brake the in- 
ner 


Thus using the trephine, hold the 
chuck with cutter place with the left 
hand. Wind the outer shell with the 
right hand direction that would 


Presented as a New Instrument at the Fifty-Fifth 
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NOVEL TREPHINE 


M.D. 
PITTSBURGH, PA. 


developing this trephine, emphasis 
has been placed simplicity parts, 
insuring reliability and ease opera- 
tion. The whole device consists but 


CLEARANCE 


cause wood screw advance, 
right-handed rotation. While changing 
position the right hand for new 
grasp the thumb and index finger, 
block rotation the outer barrel 


holding with the fourth finger the 
right After about forty turns 
the barrel, grasp the reduced section 
the outer barrel the thumb and first 
two fingers the right hand. When 
pressure has been applied the thumb 
and fingers the right hand, the chuck 
may released. The instrument now 
ready for use, and rotation will 
pressure the thin section released. 
Rotation may arrested increasing 
digital pressure. 

The materials used are: outer shell, 
Monel metal; cutters, tool all oth- 
parts, stainless steel. 

Cutter diameter and distance from 
cutting edge shoulder can made 
any desired specifications. 

viped with alcohol the cutter itself may 
sterilized steam bath. 

This device was developed Mr. 
patented but not yet production. 
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THE VERTICAL INDICATOR 
For Use the Diagnosis Vertical Ocular Muscle Paresis 


HONOLULU, HAWAII 


Most ophthalmologists utilize rou- 
tine “muscle work-up” the diagnosis 
horizontal deviations. Only too often 
the proper diagnosis vertical defects 
jeopardized due lack such rou- 
tine. The high frequency vertical oc- 
ular muscle anomalies well known, 
and now generally accepted that 
most them are paralytic nature. 


The diagnosis paralysis the ver- 
tically acting muscles often baffling 
that the findings may seem incrimi- 
nate more than one muscle. fre- 
quently difficult differentiate between 
paresis the superior oblique and 
paresis the opposite superior rectus 
the contralateral antagonist may 
closely simulate primary paresis and 
lead erroneous diagnosis. 

new device offered, termed the 
“Vertical Indicator” (fig. 1), which 
used record and the results 
number recognized standard di- 
agnostic procedures. also acts 
guide and encourages orderly routine 
examination. Differential diagnostic 
tests are outlined plastic chart, and 
each procedure performed the re- 
sult exposed moving the appro- 
priate slide. When all applicable tests 
have been completed, the results are re- 
viewed order determine which 
muscle involved and which eye 
belongs. permanent record may 
desired for use comparison with sub- 
sequent examinations. this case the 


Chief, EENT Section, Tripler Army Hospital, 
Honolulu, T.H. 
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chart with enclosed card used, and 
figure check mark placed the 
proper open space (fig 2). This notes 
the indicated muscle the card (fig, 
which belongs that particular patient. 


The following well-known character- 
istics and symptoms paralytic strabis- 
mus are used basis for the diagnos- 
tic tests: (1) the deviation the eyes 
always greatest the field action 
the paretic muscle; (2) the deviation 
may vary for distance and near; (3) 
the secondary deviation greater than 
the primary deviation; (4) diplopia 
greatest the field action the par- 
alyzed muscle; (5) the false image lies 
farthest out the field maximum 
diplopia; and (6) postural attitudes 
may assumed avoid diplopia. 


These principles are applied the 
diagnosis using the Indicator (fig. 
follows: 


The highest amount hyperphoria 
tropia determined the screen 
and cover test with prisms (or any oth- 
suitable method) the cardinal di- 
rections gaze. The excursions with 
the screen comitance test the cardi- 
nal fields gaze may done and 
should agree with the field greatest 
deviation measured prisms. The 
wheel the side the higher eye 
dialed show the position the eyes 
which the greatest deviation was 
This indicates the probable mus- 
cles involved. 


The greatest separation deter- 
mined for distance and near the pri- 
mary position. difference the 
amount deviation exists the two 
distances, the corresponding slide ex- 


; 
A 
bad 
ches 
be 
4 
4 
Ah: 
iy 


NEW INSTRUMENTS 297 


VERTICAL INDICATOR 


MEASUREMENTS GARDINAL POSITIONS 


RT. EYE HIGHER 


LEFT 


MUSCLES INVOLVED LSO 


RT. EYE 


j 


DIPLOPIA FIELDS: 


LEFT RED LENS OVER RIGHT RIGHT 
RED IMAGE HIGHER 
DOWN LEFT DOWN 


WHITE IMAGE LOWER 


IMAGE FARTHEST OUT FIELD MAX DIPLOPIA 


HEAD TILT: 


HEAD OPPOSITE SHOULDER 


HEAD TILT TEST: 
UPWARD DEVIATION EXAGGERATED 


DEVIATION REMAINS SAME MOVES DOWN 


HELMHOLTZ TEST: 
VERTICAL SEPARATION SLIGHT TILTING EACH 


LEFT EYE HIGHER 


Copyright 1950 King 


FIG. 1—The Vertical Indicator. All slides are shown opened, revealing the results 


of each test. 


poses the suspected muscle, either rec- 
tus oblique. 

The hypertropia again measured, 
first with the right eye fixing the light 
and next with the left eye fixing. (This 
may also accomplished the screen 
comitance test changing the fixing 
eye the diplopia field study.) there 
difference the degree devia- 
tion, the slide for the fixing eye with the 


highest measurement, greatest devia- 
tion, This indicates the eye 
with the paretic muscle, either right 
left. 

Diplopia fields are then performed, 
with the red glass over the right eye. 
These are done any convenient dis- 
tance, usually cm., and the fixation 
light carried the upper and lower 
lateral quadrants gaze, not beyond 
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TEST: 
UPWARD EXAGGERATED 


HELMHOLTZ TEST: 


SYMPTOMS: 


Copyright 1950 King 


FIG. 2—-Vertical Indicator with enclosed card {or 
permanent record. 


degrees. The position the greatest in- 
crease diplopia noted and the slide 
next the higher lower image, red 
white, moved, This indicates the 
involved muscle. 


The peripheral image (image farthest 
out vertically the field maximum 
diplopia), either red white, de- 
termined and its corresponding slide 
This again indicates the eye 
with the paretic muscle. 


The diplopia fields may repeated 
with the red glass over the left eye 


TRANS. AMER, 
ACAD. OF O. & O. 
determine any inerease diplopia with 
either the right left fixing, 
mentioned under procedure above. 

Head tilt, present, now evalu- 
ated. the head leans 
shoulder the side with the higher 
the slide for that eye moved and 
rectus, either right left, indicated. 
the head tilted the opposite 
shoulder, the slide oblique 

The Bielschowsky head tilting test 
performed head tilt present. 
the deviation (hypertropia) increases 
when the head forcibly moved the 


Name Date 
VERTICAL INDICATOR 
RSR RIO spastic 
paretic 
LIO spestic LSR spastic 
RSR paretic RIO 
LSO spastic spastic 
RIR paretic RSO paretic 
RIR stic spastic 
paretic 
RSR 
R30 RIR 


Rectus Involved muscle Oblique 


Sup. 


Rectus paretic 


Rectus 
Sup. 


Paretic muscle 
Recent ola 


FIG. 3—Card enclosed permanent record Ver- 
tical Indicator. Note: The term ‘“‘overactive’ may 


VERTICAL INDICATOR 
MEASUREMENTS IN CARDINAL POSITIONS: 
nay) 
NEAR 
: 7 
DEVIATION REMAINS SAME MOVES DOWN 


opposite shoulder from which nat 
urally tilted, the probable 
volved shown superior oblique 
the Indicator. the defect remains 
the same the eye moves down, supe- 
rior rectus muscle shows the 

The Helmholtz test performed 
using hand stereoscope. The card 
has horizontal line, half red and half 
green, with dot its center. The pa- 
tient tilts his head one side while 
viewing the line and dot, and then the 
other side. the vertical separation 
slight tilting each side, rectus 
muscle indicated. the vertical sep- 
aration the targets increases upon 
tilting the head one side and decreases 
tilting the other side, oblique 
muscle shown the Indicator. 

the chart with the enclosed card 
used, the same procedures are complet- 
and dioptric figure check mark 
placed the appropriate open space. 


All these procedures, subjective 


and objective, are applicable many 
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patients, whereas only certain ones are 
value other cases. adult with 
recent paralysis presents problem, 
child, upon whom only objective tests 
may done, obviously more diffi- 
cult Diplopia fields may impos- 
ible chart ina patient who suppresses 
who has marked amblyopia. 

should repeated another time. 
More than one vertical muscle may 
paretic. the defect and diplopia in- 
crease more than one cardinal 
tion gaze, each must considered 

old paralysis, incomitance may be- 
come obscured secondary muscular 
contractures. these cases the head- 
tilt test and the Helmholtz test are im- 
portant eliciting vertical diplopia and 
deciding questionable 

hoped that the Vertical Indicator 
aid not only the student 
ophthalmology but also the specialist 
who infrequently confronted with 
vertical ocular muscle palsies. 
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PORTABLE BEDSIDE TANGENT SCREEN 


Aaron Mannis, M.D. 
CHICAGO, ILL. 


INVITATION* 


FIG. 1—The reverse side of the portable bedside tangent screen. 


PORTABLE tangent screen has been 
designed facilitate the exploration 
central visual fields patients who 
either are confined bed cannot 
transported the hospital field room 
marily for use meter for uncover- 
ing defects limited central area, 
particularly differentiating between 
papillitis and papilledema, where the 
hand perimeters and smaller screens 


*Elected Fellowship the Academy, Oct. 12, 1950. 
Presented as a New Instrument at the Fifty-Fifth 
Annual Session of the American Academy of Oph- 
thalmology and Otolaryngology, Oct. 8-13, 1950, 
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shorter distances usually prove inade- 
quate, the screen also adapted for use 
within the meter range whenever 
larger field 

Made black felt mounted 
frame, the screen measures inches 
inches and the meter distance 
affords field approximately de- 
grees nasal, degrees above, de- 
grees below and degrees temporal 
the fixation point. The same relative 
extent field available each eye 
simply shifting suitable fixation ob- 
ject from the central fixation mark for 
one eye the designated fixation mark 
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for the other eve and moving the screen 
toward the second eye until 
erly common fixation point 
for either eye marked the exact 
center the screen and, 
makes possible full field least 
degrees all directions. The size the 
iween field sufficiently large meter 
include those defects commonly 
found the central area and screen 
sufficiently small render convenient- 
portable. 

The blind spots for both the meter 
and half meter distances are outlined 
the proper positions relative their re- 
spective fixation points fine black silk 
which inconspicuous the observer, 
while appropriate markings are placed 
the reverse side the screen (fig. 
1), serving guides when transferring 
the tracings chart either method, 
whether using chalk pins. 
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The stand upon which the sereen 
movement from side side, down, 
forward backward, and the whole 
rotated around vertical axis, that 
when placed table stand which 
extends over the foot the bed, the 
can always properly centered 
and adjusted position perpendicular 
the patient’s visual axis, regardless 
his position bed, 
limits. The screen itself can easily de- 
tached from the frame and attached 
wall frame for office use, desired. 

model the screen and 
crude and unattractive appearance. 
The finished product will have 
fectly smooth screen surface and 
tractively designed frame incorporating 
operated thumb set screw lock 
the place the various posi 
tions. 

The being manufactured 


CORNEAL MARKER FOR SQUARE TRANSPLANTS 


Aaron Mannis, M.D. 
CHICAGO, ILL. 


RY INVITATION 


CORNEAL marker has been designed 
facilitate the operation for square 
corneal transplant and obviate many 
the difficulties and inaccuracies often 
encountered with 
knife and other devices used for this 
purpose. 


*Elected to Fellowship in the Academy, Oct. 12, 1950 
Presented as a New Instrument at the Fifty-Fifth 


Annual Session of the American Academy of Oph- 
thalmology and Otolaryngology, Oct. 8-13, 1950, 


Chicago, Ill, 


The original instrument was designed 
with continuous sharp-bladed marking 
surface, each side which curved 
conform the average curvature the 
normal cornea that when placed 
the cornea, the entire marking edge 
comes contact with the corneal sur- 
face. With moderate pressure and 
slight rocking motion towards each 
the corners insure marking these im- 
portant parts the outline, the epi- 


he 
A 
4 
i 
“thy 
: 
- 


302 


thelial surface sufficiently traumatized 
take the fluorescein stain the form 
perfect square. Since the instru- 
ment rigid, the outlines made both 
the donor and recipient eyes are always 
identical size and shape. 


AARON MANNIS 


TRANS. AMER, 
ACAD. OF 0. & O. 
maintained each side, the corner pins 
being the longest and the others grad- 
ually becoming shorter towards the cen- 
ter each The pins penetrate only 
the superficial layers the cornea, 
again traumatizing the 


Since this instrument (fig. 
both difficult and expensive manufac- 
ture and dulls easily after using only 
few times, second one was designed 
incorporating closely placed sharp pins 
instead the solid blades, that the 
square now outlined closely placed 
dots (fig. A). The same curvature 


ciently take the fluorescein stain, the 
outline serving guide for the re- 
moval the window 
scissors technic. 

The instrument either design may 
secured any desired size and 
manufactured Mueller Co., Chi- 


cago. 
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CORNEAL DOUBLE FIXATION FORCEPS 


BRENDAN LEAHEY, M.D. 
LOWELL, MASS. 


FIG. 1—Toothed double fixation forceps. 


suturing corneal margins, 
for corneal lacerations, for direct sutur- 
ing corneal grafts, for replacing 
track sutures during cataract extrac- 
tion, often experience considerable 
difficulty with fixation, 

Since the corneal edges are limp but 
tough, insertion needle using only 
one point fixation may cause marked 
torsion and trauma the tissue and 
possible damage the 
With the new graft button, fact, 


Presented as a New Instrument at the Fifty-Fifth 
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thalmology and Otolaryngology, Oct. 8-13, 1950, 


Chicago, Il. 


Insert shows enlarged view of teeth. 


almost impossible insert 
graft. 

This fine toothed double fixation for- 
ceps (fig. allows the cut margin 
the cornea grasped its 
outer edge while the suture needle 
pushed between the two points fixa- 
which are only mm. apart (fig. 
2). The bowed legs allow visibility the 
needle tip from any angle. This instru- 
ment has proved especially satisfactory 
for grafts and lacerations.* 

This instrument is manufactured by Storz Instru- 
ment Co., 4570 Audubon Ave., St. Louis 10, Mo. 
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FIG. 2—Drawing of double fixation forceps used for suturing graft. 


TEAR SAC SPECULUM 


Fink, M.D. 
MINNEAPOLIS, MINN. 


tear speculum has certain 
features which are particularly advan- 
tageous lacrimal sac surgery. 
constructed the principle the lid 
Instrument the Fifty-Fifth 


The American Academy Oph 
Otolaryngology, Oct. 8-13, 1950, 


Presented as a N 
Annual Session of 
thalmology and 
Chicago, Ill. 


speculum and has strong spring, caus- 
ing adequate retraction the tissues. 
The spring sufficient length that 
the retraction takes place not only the 
superficial tissues but also the deep 
The instrument designed with 
four five prongs (fig. 1). 


we 
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FORCEPS FOR MARGINAL 


CHALAZIA 


BRENDAN M.D. 
LOWELL, MASS. 


1--Toothed chalazion 

ORDINARY chalazion ring forceps tend 
slide off when used for chalazia close 
the lid margins. the design for this 
new forceps* have incorporated two 
*This instrument is manufactured by Storz Instru 
ment Co., 4570 Audubon Ave., St. Louis 10, Mo. 
Presented as a New Instrument at the Fifty-Fifth 
Annual Session of the American Academy of Oph 


thalmology and Otolaryngology, Oct. 8-13, 1950, Chi 


cago, 


forceps for marginal chalazia. 


short sharp teeth angled slightly back- 
ward the inner surface the ring 
penetrate the tarsal plate 
tively prevent this slipping (fig. 1). 
Slots the opposing plate the for- 
ceps prevent damage the teeth when 
the instrument not use tightly 


closed. 
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HARD PLASTIC SPECTACLE LENS 
M.D. 


LOS ANGELES, CALIF. 


plastic spectacle lens. This lens made 
allyl diglycol carbonate, which one 
the hardest commercial plastics avail- 
able. This material will not soften under 
heat, does not yellow with age, and 
more resistant than glass all the 
common chemicals, including acetone 
and other solvents. forty times more 
resistant abrasion than the familiar 
methacrylates. 

This new resin has just half the 
weight spectacle glass and even 
more transparent. Its refractive index 
almost identical with that crown glass 
and its resistance condensation 
more than four times that glass. Its 
ability withstand impacts from flying 
objects five times greater than the best 
case-hardened glass. 

This resin its monomeric form 
clear, water-white liquid. When proper- 
catalyzed and subjected ascending 
temperatures, polymerizes into the 
From the department of ophthalmology, College of 
Medical Evangelists. 

Presented as a New Instrument at the Fifty-Fifth 
Annual Session of the American Academy of Oph- 


thalmology and Otolaryngology, Oct. 8-13, 1950, 
Chicago, Il. 


light, durable, impact-resistant solid de- 
scribed above. However, during poly- 
merization shrinks per cent vol- 
ume, and this was the stumbling block 
for several years. Recently this shrink- 
age has been controlled and fine ophthal- 
mic lenses can made from this allyl 
diglycol carbonate. 

These lenses are not scratch resis- 
tant glass, but they are forty times 
more scratch resistant than the best pre- 
vious plastic spectacle lenses. all oth- 
respects they are equal superior 
conventional glass spectacles. They re- 
duce the weight corrected lenses 
half that glass. They almost com- 
pletely eliminate difficulties due con- 
densation, and when exposed welding 
spatter they outlast glass ten times. 

These resin lenses, which are thermo- 
setting type, can made single vi- 
sion and round-top bifocal forms and all 
tints and colors can added. 

This lens owes its origin Mr. Rob- 
ert Graham, special lecturer physical 
optics, department ophthalmology, 
College Medical Evangelists, 
Angeles. 


. 
« 
by 
ha? 
‘ 
‘a y 
| 
h 


December 22, 1950 


Bronxville, New York 
November 11, 1950 


William Carter 


Wilkes-Barre, Pennsylvania 
October 15, 1950 


Joseph Connole 


January 18, 1951 


November 15, 1950 


November 13, 1950 


December 10, 1950 


October 3, 1950 


Frederick Sperry............ New Haven, Connecticut 
September 1950 
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BURT RUSSELL SHURLY 
1871-1950 


Dr. Burt Russell Shurly, one Detroit’s foremost citizens, has passed away 
after more than fifty years devotion and leadership American medicine. 
Active throughout his life many phases medicine and civic affairs, 
conducted examinations for the American Board Otolaryngology Chicago 
just one week before his death October 20, 1950. 


Since was born the Fourth July, 1871, and the son Colonel Edmund 
Shurly, the United States Army, one can understand his love country. 
One the first volunteers the Spanish-American War, served the 
Yosemite, whose record action with the United States Navy proud testi- 
monial for all her officers and men. World War organized and commanded, 
with the rank Colonel, the Shurly Unit Base Hospital No. 36, located Bittel, 
France. addition several other decorations recognition his services, the 
Government France awarded him membership the Legion Honor. 


Dr. Shurly attended public school Chicago, and later was student 
Northwestern Military Academy. His premedical education was obtained the 
University Wisconsin. Here became editor the college newspaper and 
manager the football team, and won the tennis championship the 
1893 came Detroit and was graduated from the Detroit College Medicine 
Perhaps was coincidence that young man and thriving city were 
grow together. They did, and Dr. influence this unusual 
growth both medicine and civic ways continued until died. 


There finer testimonial man than love family. married Viola 
Palmer, daughter Detroit family, and she was constant inspiration 
him throughout his life. Although demands from the practice medicine were 
great, was devoted father his sons, Burt Jr. and Edmund R., and three 
daughters, Mrs. Storm Vanderzee, Mrs. Beatrice Wilcox, and Mrs. Clarkson 
Wormer who with Mrs. Shurly survive. 


most notable contribution was his founding the Detroit Tuberculosis 
Society, from which developed the Detroit Tuberculosis Sanitarium 
Leland Sanitarium Physicians and the laity this area are well aware 
the services mankind originated and inspired Dr. Shurly for many 
years. became interested Detroit public schools and was elected the Board 
Education 1927, serving until his retirement 1950. During this time 
established the White School for epileptic children, the first its kind this 
country. 
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His profound interest medicine found outlet teaching over period 
almost fifty years, during which time was Dean the Detroit College Medi- 
cine. 1913, Dr. Shurly purchased, saved, and reorganized the floundering 
premedical Detroit Junior College. played important part the growth 
the present Wayne University College Medicine, now supported the city 
Detroit and the state Michigan. 


Few men receive more honors from their colleagues. Practicing otolaryngology 
primarily, was chosen president the following The American 
Laryngological Association, American Laryngological, Rhinological and Otological 
Society, and the American Academy Ophthalmology and Otolaryngology. 
was member the Board Governors the American College Surgeons and 
faithful and regular attendance member the American Board Oto- 
laryngology since its beginning. Dr. Shurly also held office local and state medical 
organizations—always friend whom his fellow physicians could turn whenever 
guidance was required. 


Hundreds his students, his colleagues, and Detroit citizens mourn the passing 
this physician, soldier, and friend. 
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ETIQUETTE FOR MEDICAL SPEAKERS AND MEDICAL 
AUDIENCES 


THE MEDICAL GROUP AND THE are present through the invitations 
foundations lectureships. The aver- 
age speaker the average state meeting 
gives more preparation than re- 
ceives audience attention and atten- 
The Small Unit dance, Since the state meeting an- 
nual occasion, spot good for the 
shaking the hand and the bush, and 
the for handling the organ- 
ization’s politics. Thus the scientific side 
may secondary interest. 


For the sake convenience, let 
divide medical groups into four eche- 
lons. 


This basic and consists the 
county society, its equivalent, and 
the subdivisions the county society. 
the custom select local talent for 
the programs the small units. Some- 
times the speaker looks upon this The Sectional Specialty Meeting 
sion lightly, since often not consid- 
ered honor this program. 
Indeed the program committee chair- 
man might only too happy fill. 
his allotted time. Actually, the speaker 
should prepare his talk carefully 
would for any larger meeting. 
should give the information brietly. The 
long-winded speaker puts the audience 
sleep with details, that the impor- 
tant points glide soothingly over unre- 
ceptive heads. 


The third echelon composed 
three types assemblies: 

The sectional meeting large 

national organization 

The state multistate specialty 
meeting 
meeting sponsored one the 
lower echelons 


w 


probably the most important 
group from the standpoints the 
The State Meeting Its Equivalent speaker and the audience. here that 
the attending physician expects learn 
date the latest developments 
Address the retiring president the science. The speakers are more 


Association of Eye, Ear, Nose and Throat Society r 
carefully chosen. They are invited, not 


Here again the speakers are local 
the membership, except for those who 
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They act informants, not 
space They should their 
best for audience which expects it. 
this group meetings that the av- 
erage man gets chance rub elbows 
with the “big shots,” ask them ques- 
tions directly, wine and dine with 
them. this group meetings that 
the average doctor hopes pick 
some pearls wisdom. 


The Top 

This the annual meeting the na- 
tional international society. has 
the other types meetings. The crowds 
are large. are the exhibits, the lec- 
tures, the expenses. The speakers 
their best because the diversity the 
audience and because the prestige 
appearing the national program. Not 
necessarily does follow, however, that 
the papers will the most informative. 
the audience, almost always this 
reason than the large registration. From 
the personal well the professional 
aspects, the speaker can more ben- 
efit himself the group” meet- 
ings, and can more benefit the 
are consider the good and 
the good audience, then perhaps the 
most typical both instances are 
found the group.” Let consider 
this group proposing outlines eti- 
quette for both speaker and audience. 


SELECTION THE SPEAKER 

made the members the selecting 
committee, and three things are consid- 
ered: (1) “big name” which will 
drawing card; (2) personal knowledge 
sonal request from one who wishes 
appear program. 

There are other things deliber- 
ated. “Big names” may act drawing 
card, but frequently these men are badly 


overworked because their many invi- 
tations. must remembered that 
they may have spoken the same sub- 
ject recent meetings which were at- 
tended many the same men who 
will coming the proposed meeting. 

Always inviting the best speakers may 
overdone. Selecting the speaker be- 
cause personal knowledge him 
good procedure. 

Regarding the man who asks for 
place the program, may good 
choice, spite the inward feeling 
many against the method. 
turning down such prospect, some ef- 
fort should put forth get personal 
information about the petitioner. 

While the members the program 
committee are going over the field 
possible speakers for their meeting, let 
them ask themselves their meeting 
the busy speaker’s time. Let them ask 
themselves their members will 
able make the speaker glad that 
came. 

When selections for speakers have 
been made, the invitations should 
dispatched the earliest possible time. 
This only fair the speaker, and 
increases the possibility obtaining 
the committee’s selections. 


OBLIGATIONS THE SPEAKER 

The most unnecessary, unpardonable, 
selfish thing that invited speaker can 
let his name get the pro- 
gram coming meeting when has 
very little intention actually taking 
part the meeting. the lowest 
form advertisement. Once speaker 
has accepted place program, 
should not default except under certain 
rare circumstances which are condoned 
those who invited him. 

The speaker should take potluck re- 
garding his place the program. Some 
one will get the best place places, an- 
other will get spot that not 
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the height discourtesy for 
speaker arrive meeting and im- 
mediately set about obtain time 
the program that better suits himself. 
should remember that his talk may 
better than that the person who 
will get his less propitious position. Af- 
ter all, situations will reversed 
some other program. speaker cannot 
always the cellar. will not 
invited that much. 


Selection subject. The audience 
will interested subject which 
particular interest the speaker. 
the proposed speaker has more than one 
subject, members the committee will 
able help with the selection. 

Preparation. This can hardly over- 
invitation should considered 
small that not worth meticulous 
date and made interesting, 
but the talk that out date, worn, 
filled with lantern slides which are dis- 
colored with age, taboo time 
wasteful, Lantern slides may helpful 
emphasizing point, but the speaker 
should not depend slides recall 
that which should have remembered 
the first place. Previous rehearsal 
should enable him 
“ands,” “buts,” and “ers,” which add 
the time presentation 
from the important items. Mosher? 
has said, speaker should consider his 
talk the most important thing the 
moment; therefore, should ahead 
and present it. 

The presentation, The speaker should 
prepared start and stop his talk 
the appointed times. his time comes 
early the morning, there excuse 
for oversleeping, for there are too many 
people who would glad help him 
obviate that. the talk comes later 
the day, courtesy those present 
for him arrive well advance 
the time for the lecture. should in- 


ETIQUETTE FOR MEDICAL SPEAKERS 313 


struct the unappreciated slide 
operator the method showing his 
lantern slides. This would prevent the 
showing misplaced, upside down, 
totally irrelevant slides, which makes 
the audience uneasy and 
speaker seek reasons for putting the 
blame the operator. 


DuBois! has listed several types 

“audience enemies” 

The mumbler (the speaker who talks 
that one can hear him, who 
talks the lantern slides instead 
the audience) 


The slide crowder (who finds 
easier put his speech the screen 
that can read it. The slides are 
full small words, however, that 
one else can read them. 

The time ignorer (to 


chairman’s gavel merely another 
noise 
The sloppy arranger (who cares 
nothing for chronology 
The lean producer (whose produc- 
tion has greater length than depth 


OBLIGATIONS THE 

Although little considered, there 
audience obligation the speaker. 
recent sectional meeting, one the 
speakers mentioned that had more 
than usually enjoyed coming there 
lecturer. His reasons were brief and 
simple. liked the location. en- 
joyed the fraternity. The audience, 
which numbered about one hundred, 
was seated and appeared interested 
when began his talk. The only per- 
sons who were moving about during the 
lecture were the light and lantern op- 
erators. There are many other cour- 
tesies which can shown guest 
speaker. 

When medical society decides 
hold clinical meeting and invite 
good, busy men for their program, the 
society should make every attempt 
arrive some estimate the number 
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men who will attend the meeting. The 
percentage the membership that will 
attend probably more important than 
the total number. 

The invitation the speaker 
should contain details the meeting, 
which include the time and place, the 
number lectures desired, the type 
meeting, whether specialized general, 
state sectional, the stipend, and no- 
tation the diversions available. Many 
speakers appreciate invitation for the 
wife, although they might intend 
bring her anyhow, 


place totally strange the speaker, 
courtesy have some one who knows 
the speaker who acting official 
capacity contact him and make ar- 
rangements for his comfort. 


mistaken idea that all guest 
speakers wish injected immediate- 
into whirl activity. Especially 
this true speaker arriving the 
day his talk. may prefer have 
over finally some the details his 
has previously proposed, 
for members meet the guest who 
speak late the afternoon early 
evening and then proceed wear him 
out with eighteen holes golf, sat- 
urate him with alcoholic beverage, 
engorge him with food, and then ex- 
pect him present forthwith out- 
standing lecture. Ruedemann further 
stated that such treatment results 
waste the society’s money, even 
the speaker not considered. 

The society should have available 
such lantern machines, motion picture 
projectors, screens, pointers, and other 
accessories are necessary for the cor- 
rect presentation talk. The proper 
equipment together with capable oper- 
ator are necessities, not options. 


The last part the program 
the most undesirable place for speaker, 
and some extent for the audience. 
making out program, the members 
the committee should make every effort 
complete program time that 
would keeping with good atten- 
dance. However, this will depend 
the cooperation the members. the 
largest meetings, this not great 
factor the smaller meetings. 


THE DISCUSSER 
Much can said regard eti- 
quette for the discusser, but for him 
definite rules and regulations have been 
prepared elsewhere. Therefore, only 
the two most serious faults will men- 
tioned here. First, the fault becoming 
engrossed his own rambling re- 
marks that does not heed the time 
limit. The discusser who has carefully 
planned his talk will also 
length the talk. Second, the fault 
introducing new material, the duty 
the chairman prevent such infrac- 
tions the rules. 


CONCLUSION 

spite all that might said 
the subject, there remains the same 
human element: There certain 
chance that must taken, whether you 
are the speaker member the 
audience, but the audience technically 
speaker one who utters words. 
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AMERICAN ASSOCIATION EYE, EAR, NOSE AND THROAT 
SOCIETY SECRETARIES 


ANNUAL MEETING 1950 


eleventh annual meeting the 
American Association Eye, 
Nose and Throat Society Secretaries 
was held the Palmer House, Chicago, 
Tuesday evening, Oct. 10, 1950, dur- 
ing the convention the American 
Academy Ophthalmology and Oto- 
laryngology. The Academy again ex- 
tended its courtesy this secretarial 
group providing excellent dinner 
for the members and guests. 

The meeting was called order 
the president, Dr. Lester Brown 
Atlanta, Ga. Dr. Brown 
Association’s appreciation the dinner 
given the Academy well the in- 
terest shown the Academy the wel- 
fare and activities Secretaries’ 
Association. welcomed the members 
and guests present. Among the guests 


representing 
Academy were Dr. Ruedemann, 
Secretary for Instruction Ophthal- 


mology, and Dr. Thomas Allen, 
Each secretary was asked 
rise, give his name and also the name 
the society which 
Forty-one members were present from 
all parts the United States, Canada 
and South America. 

Dr. Brown stated that the 1950 meet- 
ing would have for its main purpose the 
discussion the problems confronting 
the local society secretary, One the 
chief problems that securing excel- 
lent postgraduate instruction for the 
members the society, the practicing 
local ophthalmologists 
ogists. Dr. Brown observed that since 
the Academy instruction courses are 
popularly accepted all excellent 
source instruction, constructive crit- 


icism for the constant improvement 
the courses and their wider distribution 
should encouraged from the members 
the local societies directly through 
their secretaries. This was being done 
the Association, Dr. Brown stated, 
the form questionnaires 
printed and distributed the local eve, 
ear, nose and throat societies 
courses the Academy. Information 
gathered from the questionnaires was 
improvement the instruction courses. 

Dr. Ruedemann expressed his 
appreciation and also that the Acad 
emy for receiving the reports con 
structive criticism the various 
structional courses given each 
the Academy. stated that many sug- 
gestions contained tie ques 
tionnaires were direct help him 
and other the Academy 
proving the program from 
point subject matter and instructors. 
Dr. Ruedemann suggested that these 
surveys continued and that the local 
society secretaries could inestim- 
able help presenting the opinions 
their society members concerning other 
activities the American Academy 
convention. carrying out Dr. Ruede- 
mann’s suggestions, please not hesi- 
tate write Dr. DeStio, our secre- 
tary, directly Dr. Benedict, 
the Executive Secretary the Acad- 
emy. Many the suggestions discussed 
the meeting have already been sent 
Dr, Benedict. 

Dr. Thomas Allen Chicago, Acad- 
emy Councillor, also 
Secretaries’ Association for its work 
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and suggested that voice our opin- 
ions about such problems the contin- 
uation elimination the Friday 
morning scientific program and the im- 
provement the Monday program. 

Dr. Lawrence Sims, secretary 
the Indianapolis Ophthalmological and 
Otolaryngological Society and chairman 
the nominating committee, made his 
report. The following were nominated 
for office: Dr. Moacyr Alvaro, Sao 
DeStio, Pittsburgh, 
treasurer. Since there were further 
nominations from the floor, the nom- 
inees were unanimously elected. Dr. 
Kenneth Craft Indianapolis, Ind., the 
founder the Association 
tary for several years, was then inaug- 
urated our incoming president. Dr. 
Craft said that was glad see the 
good work that was being done the 
Association and assured the members 
present that would continue the 
future. 

The meeting was officially adjourned 
but, before leaving, Dr. John Mat- 
thews the Texas Society Ophthal- 
mology and Otolaryngology 
Hilgartner, M.D., secretary-treasurer 
the Doctors’ Anti-Trust Defense Com- 


mittee Austin, Texas, who outlined 
the fight the organized ophthalmolo- 
gists and otolaryngologists Texas 
combat government control our spe- 
cialty and asked for the support our 
throughout the entire 
country. 

DeStio, M.D. 

Secretary-Treasurer 

Pittsburgh, Pa. 


HOME STUDY COURSES 


The Council the Academy has ap- 
proved the showing the Home Study 
Courses exhibit the meeting the 
American Medical Association 
held Atlantic City June 11-15, 1951. 

hoped that this will bring these 
opportunities for guided study the 
gology the attention many who 
would not learn about the Courses 
through the specialty publications and 
meetings. 

The ophthalmology section the ex- 
hibit will also sent the Fourth Pan- 
American Congress Ophthalmology 
held Mexico City, January 6-12, 
1952. 
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INTRODUCTORY STATEMENT 

The ophthalmologist working closely with 
industry finds particularly essential 
able present figures, statistics and informa- 
tion graphically both professional and lay 
audiences. One the best ways “selling” 
industrial eve programs related directly 
one’s ability present statistics, facts, dollars- 
and-cents returns, incidence eye injuries ver- 
sus eye protective equipment success, and so on. 
Therefore, Col. Victor Byrnes’ summary 
the beautiful exhibit the Academy meeting 
line with our assignment perfecting 
technics relationship industry. 

While difficult put finger the 
elements visual fatigue, any and all research 
work done should help clarify the situation. 
Dr. Ernst Simonson’s work certainly brings 
added facts with reference visual fatigue 
and visual effort. Perhaps the use the flicker 
photometer will assist understanding 
visual performance. 

always tremendous interest watch 
the development eye safety programs 
throughout the country and see how closely 
the eye protection afforded prescription 
safety glasses allied with adequate visual 
performance for the job and with safety 
the job. Therefore, have found James 
account project under the direc- 
tion Dr. Jean Felton, who has been 
leader industrial medicine, especially worth 
while. Here, again, can study the part that 
ophthaimologists can play thts over- 
all picture. 

M.D. 
Secretary, Joint Committee 
Industrial Ophthalmology 


ILLUSTRATIVE LANTERN 
PROFESSIONAL MEDICAL 
SOCIETY MEETINGS 


RANDOLPH FIELD, TEXAS 


following general principles ap- 
ply slides shown medical 
meetings. This only resume. For 


further information the subject, ref- 
texts. 

Data should, whenever possible, 
presented graphic form. Tables 
figures should utilized only rare 
instances. After all, Arabic numerals 
are only abstract symbols representing 
quantities. They require additional 
mental process give the observer 
accurate impression relationships be- 
tween quantities. Graphic presentation 
the data much more effective. For 
this purpose bar diagrams, histograms, 
pie diagrams, location diagrams, line 
graphs, distribution diagrams, scatter 
diagrams, range diagrams and map dia- 
grams are useful devices. Select the one 
which gives the best presentation the 
relationship vou desire point out. 

better present only one 
comparison one factor single 
slide. several factors are com- 
pared, use several slides. summariza- 
tion then desired, the salient points 
can compared final slide. 

Draw illustrations carefully 
not distort their relationships. 
sure, for example, start the scale 
bar diagrams zero the diagram will 
give false picture the data. 

Slides should not prepared 
typewriter. Typewritten letters, when 
magnified projection, appear fuzzy 
and indistinct the screen. Slides 
should prepared making large 
drawing and photographing it. 

Achieve the maximum contrast. 
Wide, well outlined, black lines 
white background give more contrast 
and make the diagram easy see and 
the relationship between components 
easy comprehend, well-prepared 
lighted room those who desire 
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may see the speaker and takes notes 
during presentation. 

Good contrast between 
ground and letters required. For this 
reason color cannot used for the 
background slide unless the color 
very light the letters used are 
white. After all, color the screen 
produced filtering other colored light 
out the projection lamp spectrum. 
the color dark, the contrast with black 
letters impaired and again will 
impossible use the slide partially 
lighted room. Color can used very 
effectively, however, portions the 
slide other than the background. can 
used catch the eye, add interest 
and indicate relationships 
lated items. may also used sepa- 
rate captions from data. Colored slides 
are readily obtained photographing 
colored chart koda- 
chrome ansco color film and placing 
the transparency between standard glass 
plates. 

Labelling should simple and 
nonconfusing possible. Legend 
bars lines should 
long the portion which they apply. 
The scale must indicate the units 
which the chart drawn. 

Only inch slides should 
The small inch slides can 
only shown completely darkened 
rooms small groups. The magnifica- 
tion required give image ade- 
quate size large rooms excessive 
and results indistinct outlines. 

All letters and figures must have 
clear outlines and such size, width 
line, and spacing that they can 
seen easily individuals with normal 
vision the back row the room 
which they are shown, This re- 
quires that they just readable 
man with 20/40 vision. the letter 
height about one-thirtieth the 
height the chart when photographed, 
the letter size the slide will ade- 


quate. letters which measure less 
than mm. size the actual 
inch slide should used. Letters 
smaller than this will not 
when projected individuals 
back the Letters mm. size 
are preferable. general, the larger 
the room, the larger the screen used and 
the further away the projector placed. 
For this reason, the same sized lettering 
able for use most any room. 

10. Proportions graph will 
pleasing drawn about one and 
This can varied meet statistical 
needs however. 

11. Adherence the 
ciples mentioned above will result the 
production slides which, when pro- 
jected, will give easily read and read- 
ily understandable presentation data. 
They should result larger amount 
knowledge the possession the 
listener. 


LAB TESTS FOR STRENUOUS 
VISUAL WORK 
SIGNIFICANT RESULTS 


Simonson, M.D. 
MINNEAPOLIS, MINN. 


Vision and visual fatigue play 
important role the working efficiency 
large number industrial and 
clerical workers due the large pro- 
portion jobs modern industry re- 
quiring recognition fine details. 

Visual strain, course, will depend 
part the adequacy illumination. 
The most important characteristic il- 
lumination the level illumination 
and most our earliest attention has 
been directed toward this phase the 
From the Laboratory of Physiological Hygiene, Uni- 
versity of Minnesota. 


*Reprinted from Industrial Hygiene Newsletter, 
10(5):4-5, 14 (May) 1950. 
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Detailed illumination 
have been provided the 
Engineering Society for most 
job 

The illumination levels the 
reports are given terms “recom- 
mended minimum” foot-candles 
with the implication that any level be- 


ported any experimental evidence, 
but are based general 
Practical experience should not ig- 
nored, but cannot replace experimen- 
tal results. 

study the effect illumination pro- 
longed, strenuous visual work, and 


FIG. t-—One of the subjects during work. 


recognition of illuminated letters, is visible 


The subject looks slightly downward, while 
through the slit. (From Brozek, J., 


candle values suggested the codes are, 
general, quite high. For certain jobs 
exceed about five times those 
recommended two three decades ago. 

While the initiative the and 
the considerable amount work done 
under their auspices deserve commen- 
dation, the experimental background for 
their recommendations has been ques- 
tioned repeatedly Bitter- 
and Most the rec- 
ommendations are based extensive 
visibility tests, performed Luckiesh 
and under varying conditions 
These tests are carried out 
within few minutes and give little in- 
formation about visual fatigue occur- 
ring prolonged occupational work. 


in 


The diaphragm with perforations, used for the 


front of the metal box containinr 


recording semiautomatically the It passing 


Simonson, E. and Keys, 


major effort this direction was made 
Drs. Brozek and Keys, and the 
author this article the Laboratory 
Physiological Hygiene, University 
Minnesota. 

work test was 
reproducing essential features 
spection work moving objects. con- 
sisted the recognition very small 
letters mounted long belt passing 
irregular intervals and irregular lev- 
els through narrow slit front the 
subject who had copy the letters with- 
out looking down. (See fig. 1.) 

After few practice runs, this could 
done quite easily and did not require 
any appreciable manual skill. The head 
was kept constant distance from the 
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slit support, and the lamps were 
hidden metal box beside the head. 
Six subjects were seated quite comfort- 
ably individual booths and the only 
strain produced was that resulting from 
the visual work. This strain, however, 
was considerable. 

Within period two hours the 
work test caused pronounced visual 
fatigue, probably equalling exceeding 
that produced the end the working 
day any actual occupational work in- 
volving strenuous visual effort. 

The performance was evaluated 
terms percentage correctly recog- 
nized letters for the total work period 
two hours, and the decrease from the 
first five minutes the last five minutes 
the test, 

The latter more direct index 
visual fatigue. addition, numerous 
other visual functions were tested im- 
mediately before and after the work 
items. 

The illumination was varied six 
steps between and 300 ft.-c., which in- 
cludes the practical range illumina- 
tion the work world. There was 
glare even the 300 ft.-c. level. 

The results were interesting several 
surprisingly large propor- 
tion visual functions did not show 
significant deterioration. Among them 
were many eye muscle functions which 
are commonly used ophthalmologists 
detect eye fatigue patients. the 
other hand, the performance itself was 
one the best indexes for the effect 
illumination. 

The upper curve figure shows 
that starting from level inadequate 
illumination ft.-c., the performance 
improves markedly ft.-c., but 
changes very little higher levels. 
fact there slight drop 300 ft.-c., 
that optimum appears between 
and 300 This optimum about 


100 much more pronounced 
the performance drop from the first 
the last five minutes (lower curve, fig. 
and was found also some other 
visual functions. Also noteworthy the 
fact that there was change 

certain medium illumination level 
general physiological phenomenon, and 
may expected occur other types 
visual work, though, course, not 
necessarily the level 100 ft.-c. The 
occurrence optimum level not 
compatible with the principle the 
levels, since deterioration 
may result both ends the illumina- 
tion scale. 

Logical interpretation the 
code for our test would give illumina- 
tion level excess 100 ft.-c. with 
300 ft.-c. the preferable level. Actual- 
ly, the visual strain was greater 300 
ft.-c. might predicted that the rec- 
ommended minimum levels are high 
they will go, and several instances 
downward adjustment may advis- 
able. 


EFFECT COLOR 

contrast the level illumina- 
tion, color has been given little consid- 
eration the past. The actual informa- 
tion the literature about the effect 
color visual work confusing. Yet 
this problem important view the 
increasing introduction colored in- 
candescent and fluorescent lamps in- 
dustries and offices. 

The investigations the Laboratory 
Physiological Hygiene included 
study the effect color visual 
performance and Three differ- 
ent types lamps were compared 
three levels illumination (5, 100, and 
300 ft.-c.). The first type lamp was 
the ordinary inside frosted lamp (Fr), 
the second type was white opal glass 
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AVERAGE 


AVERAGE PERFORMANCE, 


percentage recognized letters 


A 
DROP 


PERFORMANCE DROP, 


percentage recognized letters 


100 300 


ILLUMINATION, 


the level illumination the average visual performance (upper curve) and the 
drop performance from the first the last five minutes the two-hour work period (lower curve). 


lamp (NW), and the third was 
lamp with greenish coating 
Ray, VR). The color differences were 
slight; essentially, all three lamps 
emitted mixed white light. However, all 
observers were able differentiate the 
three lamps when the light 
jected simultaneously white screen 
with the lamp being hidden 
observer. 

Those visual functions which failed 
differentiate 
levels also failed 
tween the three lamps, which is, 
course, not surprising. The tests 
most other visual functions showed sta- 
tistically significant differences between 
more levels illumination. gen- 
eral, the results favored the lamps. 

For example, the drop the “fusion 
frequency flicker” during the work 


period illustrated figure our 
average three illumination levels (5, 
100 and 300 ft.-c.). (The fre- 
quency flicker” that rate succes- 
sive light flashes per second where the 
sensation flicker disappears and be- 
comes the same that continuous il- 
lumination. 

Recent work has shown that drop 
the flicker fusion point very sen- 
sitive index fatigue the retina and 
the visual centers the brain, There 
was drop the flicker fu- 
sion point with the and lamps, 
while such drop was absent when the 
lamps were used. this and 
other tests the differences between the 
and lamps were small and not 
significant. 

These results show that color seems 
important factor visual work 
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Drop 
Fusion Frequency Flicker 
after hours visual work 


Flashes per second 


FIG. 3-—-The decrease of the fusion frequency of 
flicker, as an index of fatigue of retina and visual 
centers, during strenuous visual work with three dif 
ferent types of lamps. The decrease is least pro- 
nounced, in fact practically absent, in lamps with a 
greenish coating (VR). 


and deserves attention 
search well illumination prac- 
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THE HEALTH DIVISION 
TAKES OVER EYE SAFETY 


OAK RIDGE, TENN. 

For the past eighteen months the ad- 
ministration eye safety program 
has been responsibility the 
Division the Oak Ridge National 
Laboratory. Since the first day oper- 
ation under the Health Division, the ad- 
vantages such organizational plan 
have been increasingly apparent. 

From its inception, the X-10 plant 
Oak Ridge, now known the Oak 
Ridge National Laboratory, has main- 
tained program vision protection 
for workers. The plant has been under 
the direct operating policy several 
contractors since construction 
gun but each contractor has recognized 
the importance safeguarding vision. 

The major item the program, 
course, has been safety glasses. first, 
the glasses were issued through the 
plant dispensary. nurse handed them 
out the employee receipt 
On the staff of the Health Division, Oak Ridge Na 
tional Laboratory, Oak Ridge, Tenn. The program 
described in this article has been carried out under 
the auspices of the Atomic Energy Project and 
under the sup*: vision Jean Spencer Felton, M.D., 
medical di-ector, Oak Ridge National Laboratory. 


Rep int-d from Natonal Safety News, 62(2):26 


(Aug.) 1950, 
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authorizing note from 
Little adjusting was attempted. 
might expected, there were nu- 
merous complaints ill-fitting glasses. 
was decided that the program should 
expanded and provisions were made 
for correct fitting. 

After some study, responsibility for 
issuance safety glasses was given 
the plant safety department, and ex- 
perienced dispenser was employed. Im- 
provements were rapid and eve injuries 
dropped. The program continued under 
the supervision the safety depart- 
ment for several years and broadened 
scope the work the Laboratory 
However, was felt that 
many improvements could made. 

the summer 1948 several Lab- 
oratory division directors met discuss 
ways increasing the effectiveness 
the program, result this con- 
ference, eye protection became the re- 
sponsibility the Health Division. 
was concluded that such move would 
place the program more professional 
surroundings, and that other benefits 
would accrue through medical staff pro- 

The educational efforts the Health 
Division are first encountered the 
orientation program. Friday 
morning all those who have been ac- 
cepted for employment during the week 
attend informal meeting planned 
assist them becoming adjusted their 
new working environment. explana- 
tion the occupational vision service 
given this meeting. The program 
described and procedures for obtaining 
safety spectacles and facilities for their 
maintenance are outlined. 

Since not all work within the Labora- 
tory eye-hazardous, the employee 
informed his supervisor whether his 
particular job will involve these dan- 
gers. Some jobs may take employee 
hazardous areas only occasionally, 
but protection must provided for 


him. Some areas are zoned off 
ardous and one permitted enter 
them without eye protection. 

Issuance eye safety equipment 
must authorized responsible per- 
son the department, usual- 
his supervisor. list authorized 
signatures retained each depart- 
ment. The cost material charged 
the department’s budget, hence the au- 
thorization requirement. Its purpose 
basis, not deny protection those 
who need it. 

When the employee 
signed request for safety glasses, 
determined whether requires correc- 
tive lenses whether plano goggles will 
adequate. Corrective lenses can 
obtained within seven eight days. 
Plano safety glasses can fitted im- 
mediately. 

Each pair prescription spectacles 
examined the ophthalmic dis- 
penser and fitted carefully the wear- 
er. Forms are signed the employee 
and the appropriate de- 
partments. Maintenance and service are 
always available. 

Important the management any 
office, course, are accurate records. 
careful planning, the 
space needed for these papers was held 
minimum. The nucleus the rec- 
ord system was card 
file. The card contains ample 
room for the employee’s name, badge 
number, department division, and 
job classification (fig. 1). Each visit 
recorded this card, and the service 
performed noted. 


Included the card record 
the employee’s prescription, spectacles 
are worn the Further informa- 
tion concerning the employee’s visual 
job performance recorded the re- 
verse the card, determined 
test his visual skills made with in- 
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LEFT 


LENS COLOR: CLEAR 


FIG. 1—Prescription card and individual record of issue of safety glasses to employee (front). 


TESTED WITH 
Joe speciar ( 


SAFETY 

® 

> 


NEAR ONLY { 


FaR ONLY ( 
OTHER ( 
DESCRIBE 
NEAR 
VISITS: 
OATE LEGEND 
12-27-49 x 
3-24-50 
CONT'D. 
FIG. 2—Prescription card and individual record of issue of safety glasses to employee (back). 


4 
NEAR 
7 
TIONS: 
yaw 
FAR 
q 
RTICA x 1 2 3 4 x Z 3 4 


strument provided optical com- 
pany (fig. 2). 

Reports are prepared with the aid 
machine used the record 
section the dispensary. Information 
for the “mark sense” card ob- 
tained from the medical services card, 
one being completed the ophthalmic 
dispenser for each employee 


safety glasses. 


The section has series codes desig- 
nating each visit, and describes the serv- 
ice performed for that person. Reports 
are secured each week from the sta- 
tistical section, with additional com- 
prehensive report the month’s activi- 

Upon termination employment, all 
records the employee held the Oc- 
cupational Vision Section are combined 
with his clinical record and kept for 
possible future reference. 


The compact new office housing the 
Occupational Vision Section was de- 
signed the medical director, the oph- 
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thalmic dispenser, and optometrist 
consultant, 

The office, which consists two 
rooms, was placed area the dis- 
pensary readily accessible but away 
from distracting noises. One room was 
made into waiting room which con- 
tains concealed storage space. bench 
with hinged top provides storage for 


FIG. 3—Ophthalmic dispenser in Occupational Vision Section fitting employee with 


considerable quantity material. The 
inner office contains built-in desk and 
work table with adjoining fitting 
table (fig. 3). Centrally located drawers 
contain the necessary instruments and 
equipment. Pigeon-holed 
vide visible storage space for materials 
used frequently. the side the fit- 
ting table viewing mirror the pa- 
tient can check the spectacles for ap- 

The main office arranged that 
any the office facilities may util- 
ized without the dispenser leaving his 
seat the fitting table. 
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REFERRAL FORM 
VISUAL PERFORMANCE AND JOB DESCRIPTION 


Tested With: Job Special Q; Safety Wf; NoRx O; Rx Always A Bifocals @f Near Only 0; Far Only O. 


VISUAL 
PERFORMANCE 
tt 82 
PROFILE 
08 
. 
VISUAL 
JOB 
DESCRIPTION 
2 
Mark limits of visual task in pen or pencil—Horizontal. Mark limits of visual task in pen or pencil—Vertical. 
Objects in Motion, Yes pf No (; Head Position, Down () Ahead aj Side Right () Side Left O. 
Principal Working Distance 
Type ‘of Machine What is be is 
Standard Protection now in 
Unusual visual requirements not above 
LOMB INDUSTRIAL VISION SERVICE 
A500, 30, 1V-48 


FIG. 4—Referral form used for referral of employee for professional eye care. 
Eye injuries Oak Ridge National deep interest the individual and 
Laboratory have been few but most problems. 
those which did occur could have been Recently machinist came com- 
avoided. Some were definitely the blurred vision when wearing 
ployee’s responsibility; some were prescription safety glasses. After 
faulty checking the lenses for optical correct- 
The writer has seen the attitude and the frames for fitting, the cause 
employees toward the program shift the trouble was discovered. drop 
from antagonism friendly interest. oil was splashed the lens and at- 
Such change not brought about eas- tempting clean them wiping had 
ily. takes time, patience, and, film over the surface. After 
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good scrubbing with soap and water the 
spectacles were readjusted his face. 

left, and became another satis- 
fied customer. small service, true, 
but anyone had told him the trouble 
was merely greasy lens would have 
paid attention and gone being un- 
comfortable and 

The professional atmosphere the 
dispensary the Health Division 
only one the factors contributing 
the favorable attitude employees 
toward the vision program, The oph- 
thalmic dispenser able work 
close cooperation with the physicians 
dealing with problems vision. Head- 
aches, dizziness, nausea, other 
symptoms might due lack prop- 
er visual skills neeJed for the job. If the 
examining physician suspects that this 
the cause the trouble, refers the 
patient the Occupational Vision Sec- 
tion. 

After friendly chat which the 
problem, he checks the spectacles for 
alignment, fitting and comfort. none 
these seem fault, the patient 
given test visual skills and the 
results recorded. This not diagnostic 
examination but merely test the 
emplovee’s performance visual 
skills. This will show whether not 
complete eye examination advisable. 
so, the employee advised con- 
sult his ophthalmologist optometrist. 

Through the cooperation the phy- 
sician with the ophthalmic dispenser 
many minor causes visual complaints 
are discovered and corrected promptly. 
Major complaints are corrected re- 
ferring the patient the specialist 
his choice. The referral form com- 
pleted such instances and forwarded 
the specialist (fig. 

before the Health Division took 
over the eye safety program, was suc- 


cessful, believed, however, that 
the program has increased scope and 
secured even greater results under the 
present 
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ALUMNI DINNERS 


Alumni Dinners will held October 15, 1951, 6:30 p.m. 
All groups wishing make arrangements for Alumni Dinners 
may through Mr. Richard Collison, Sales Manager, 


Palmer House, Chicago, 


Upon request, the Academy will print tickets and arrange for 
Ss 


their sale the Registration Desk the meeting. the required 
information, which includes name group, place dinner (hotel 
and room), and name and address group secretary, received 
July announcement the dinner will published the 
July-August issue the The Academy will as- 
sume financial responsibility for expenses incurred any 


alumni group. 
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AMERICAN BOARD 
OTOLARYNGOLOGY 

The American Board Otolaryngology 
will conduct the following examinations 
1951: 

May 1-4, Richmond, Va., the Ho- 
tel John Marshall. 

October 9-12, Chicago, the 
Palmer House. 


THE AMERICAN ORTHOPTIC COUNCIL 

The annual examination orthoptic 
technicians the American Orthoptic 
Council will conducted September 
and October, 1951. 

The written examination will non- 
assembled and will take place Thurs- 
day, September certain assigned 
cities and offices and will proctored 
designated ophthalmologists. 

The oral and practical examinations 
will Saturday, October Chi- 
cago just preceding the meeting the 
American Academy Ophthalmology and 
Otolaryngology. 

Application for examination will re- 
ceived the office the Secretary the 
American Council, Dr. Frank 
Costenbader, 1605 22nd 
Washington 8, D. C., and must be ac- 
companied the examination fee 
$30.00. Applications will not accepted 
after July 1951. 


EDUCATIONAL FOUNDATION 
OPHTHALMIC OPTICS 

The Educational Foundation Oph- 
thalmie Optics pleased announce the 
awarding twelve $100 scholarships 
students opticianry attending the Uni- 
versity New York, Los Angeles City 
College, and Rochester Junior College. 
Scholarships will awarded com- 
petitive basis and according the rules 
established the advisory council 
each college. The necessary promissory 
notes have now been prepared, making 
available deserving students either 
the three colleges loans $500 for 
any one individual student, upon recom- 
mendation the dean the college. 
that way any student deserving finan- 
cial aid may encouraged complete 
his education opticianry. 


The Educational Foundation Oph- 
thalmic Optics under the supervision 
the American Board Opticianry and 
managed nine trustees representing the 
several branches prescription optician- 
ry. The $50,000 Foundation now more 
than half pledged, the funds having been 
contributed members the prescrip- 
tion optical industry, addition some 
factories, who have shown interest 
higher education for the optician, whose 
function will interpret and fabri- 
cate prescriptions for members the eye 
profession. 


NATIONAL SOCIETY FOR THE 
PREVENTION BLINDNESS 
Applications for research grants from 
the National Society for the Prevention 
Blindness should received April 
15, 1951. Funds available are for grants- 
in-aid for either basic laboratory clini- 
cal research projects that will lead in- 
blinding eye disease improve meth- 
ods diagnosis, treatment 
Application forms may obtained from 
Research Committee, National Society for 
the Blindness, 1790 Broad- 
way, New York 19, 


- 


The annual banquet the Los Angeles 
Society Ophthalmology and Otolaryn- 
gology was held Jan. 18, 1951. Guest 
speakers were Dr. Derrick Vail, profes- 
sor ophthalmology, Northwestern Uni- 
versity Medical School; Dr. Louis Clerf, 
professor laryngology, Jefferson Medi- 
cal College, Philadelphia; Dr. James 
Maxwell, professor otolaryngology, 
University Michigan Medical School; 
and Dr. Irving Puntenny, associate profes- 
sor ophthalmology, Northwestern Uni- 
versity Medical School. Special guest 
speaker was Lt. Commander Charles 
Newton, M.C., U.S.N. spoke 
cal Experiences Following the Inchon 
Landing 
The Stanford University School 
Medicine will present postgraduate con- 
ference clinical ophthalmology from 
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March through March 30, 1951. Regis- 
tration will open physicians who 
limit their practice the treatment 
diseases the eye eye, ear, nose and 
throat. order allow free discussion 
members the conference, registra- 
tion will limited physicians. 

Instructors will Dr. Edward Mau- 
menee, Dohrmann Pischel, Dr. Jer- 
ome Bettman, Dr. Earle McBain, 
Dr. Arthur Jampolsky, and Dr. Max 
Fine. 

Programs and further information may 
obtained from Office the Dean, Stan- 
ford University School Medicine, 2398 
Sacramento Street, San Francisco 15, 
Calif. 


Dr. George Hosford and Dr. Joseph 
Smith have announced their association 
for the practice ophthalmology. They 
are located Suite 1918, 450 Sutter 
Building, San Francisco, Calif. 

GEORGIA 

The Georgia Society Ophthalmology 
and Otolaryngology will hold its annual 
meeting the General Oglethorpe Ho- 
tel Savannah, March 2-3. Subjects pre- 
and “Selection the Type 
Operation Cataract Dr. 
and Medical Treatment the 
and Surgical Treatment the Glau- 
Dr. Peter Kronfeld, Chi- 
Muscle Deviations” and ‘‘Surgical Treat- 
ment Vertical Muscle 
Dr. William Owens, Baltimore; 
tional Diseases the and 
laryngological Dr. Stew- 
art Nash, Rochester, Y.; Prac- 
tical Therapeutic Measures Otologic 
Practice—Surgical and and 
“The Conservation Hearing Chronic 
Suppurative Otitis Dr. Philip 
Meltzer, Boston; -and the 
Larynx—Benign and and 
“Summary Otolaryngological Condi- 
tions that Require Expert 
Dr. Edwin Broyles, Baltimore. 


ILLINOIS 
The next meeting the Central 
nois Society Ophthalmology and Oto- 
laryngology will held the Fort Arm- 
strong Hotel, Rock Island, April 20- 
22. The guest speakers will Dr. Dean 


Lierle Iowa City, Dr. Joseph Geme- 
roy Detroit, and Dr. Stuart Cullen 
lowa City. Two the members the 
Society, Dr. George Porter and Dr. 
Leonard DeLozier, will also speak. 

The regular meeting the Chicago 
Laryngological and Otological Society was 
held Feb. 1951. The program, given 
members the Department Otolaryn- 
gology the University Illinois, in- 
cluded Due Mumps: Reha- 
Dr. Arthur Coombs; 
Aspects Fibrocystic 
Disease the Drs. Paul 
Johnston; Surgical Dissection 
the Drs. Maurice Snitman 
and Soboroff; and ‘‘Tracheotomy 
Barbiturate Drs. Robert 
Lewy and Sibbitt. 

The Chicago Ophthalmological Society 
held its third annual clinical conference 
Feb. 15-17, 1951. Papers presented in- 
cluded Drs. Peter Kron- 
feld and Joseph Haas, 
and and 
old Scheie, Philadelphia; 
Principles Plastic Dr. Paul 
Greeley, Chicago; Surgery 
the Dr. Irving Puntenny, Chica- 
go; Injuries,’’ Dr. Robert Mas- 
ters, Indianapolis; and 
ium “Recent Advances was 
presented with Drs. Derrick Vail, Bertha 
Klien, Francis Parker, John Bellows, 
James Lebensohn, William Middle- 
ton, and Alan Woods Baltimore par- 
ticipating. 

Dr. Woods also delivered the seventh 
annual Gifford Lecture the subject 
“The Present Status the Adreno-corti- 
cal Hormones 


IOWA 

symposium Ocular Dis- 
will held the College 
Medicine, State University Iowa, Iowa 
City, March 20-21, 1951. The symposium 
will presented Dr. Alson Braley, 
professor and head the department 
ophthalmology the College Medicine. 
len, New Orleans; David Cogan, Boston; 
Trygve Gundersen, Boston; Michael Ho- 
gan, San Francisco; Frederick Theodore, 


; 
d 
: 
‘4 
— 
: 
: 
er 


NEWS NOTES XXV 


New York City; Phillips Thygeson, San 
Jose, Calif.; and Ludwig von Sallmann, 
New York City. 

The fee for the course $50.00. Ap- 
now being received the 
Director Postgraduate Medical Studies, 
Room 259 Medical Laboratory Building, 
and places will reserved when applica- 
tions are accompanied the fee. Checks 
should made payable the State Uni- 
versity 


MICHIGAN 
The annual postgraduate course ba- 
sic ophthalmology will begin Septem- 
ber the Wayne University College 
Medicine. The course nine months 
duration. Mornings are spent lectures 
and laboratories, afternoons the clinics 
hospitals affiliated with the College 
Medicine. Tuition for the course $900. 
The class limited ten doctors. 
Applications for the 1951-52 class are 
now being accepted. For application 
write Postgraduate Department, Wayne 
University College Medicine, 1512 St. 
Antoine, Detroit 26, Mich. 


The department postgraduate medi- 
cine the University Michigan Medical 
School announces the annual conference 
ophthalmology held April 23-25, 
1°51, the Horace Rackham School 
Graduate Studies and the Kellogg Au- 
Ann Arbor. Guest speakers will 
Dr. Arthur Gerard DeVoe, New York; 
Robert Masters, Indianapolis; Dr. 
Richard Scobee, St. Louis; and Dr. 
Frank Walsh, Baltimore. Resident 
lecturers include Drs. Bruce Fralick, 
Harold Falls and John Henderson. 

Request for enrollment further in- 
formation about the courses should ad- 
dressed Howard Cummings, 
Department Postgraduate 
University Hospital, Ann Arbor, Mich. 


MISSOURI 

The Leslie Dana Medal, national 
award given for outstanding achievement 
the prevention blindness, was pre- 
sented Dr. William Benedict, Roches- 
ter, Minn., dinner the Hotel Chase, 
St. Louis, January 26. Dr. Benedict 
was selected for recognition the St. 
Louis Society for the Blind, which an- 
nually awards the medal established 


1925 Mr. Leslie Dana St. Louis. 

The January meeting the St. Louis 
Society was held later the 
evening. guest speaker, Dr. Benedict 
spoke Diagnosis Orbital Dis- 


NEW YORK 

The Eastern New York Eye, Ear, Nose 
and Throat Association held regular 
meeting Jan. 1951, Schenectady. 
Dr. Frank Furlong presented paper 
“Some Observations the Etiology and 
Treatment External and Dr. 
John Sulzman spoke 

OREGON 

The eleventh annual postgraduate con- 
vention the Oregon Academy Oph- 
thalmology and Otolaryngology will 
held Portland, 25-30, 1951. 
Ophthalmology sessions are scheduled for 
Monday and Tuesday and for Wednesday 
morning and the Otolaryngology sessions 
will held Wednesday afternoon, Thurs- 
day and Friday. Guest speakers will 
Dr. Richard Scobee, professor oph- 
thalmology the Washington University 
Medical School, St. Louis, Mo.; Dr. 
Bruce Fralick, professor ophthalmology 
the University Michigan Medical 
School, Ann Arbor; Dr. Theodore Walsh, 
professor otolaryngology the Wash- 
ington University Medical School, St. 
Louis; and Dr. Maurice Cottle, profes 
sor otolaryngology the Chicago Medi- 
School, Chicago. Dr. Fralick will also 
deliver the second annual John Weeks 
Memorial Lecture Ophthalmology. 

PENNSYLVANIA 

The third annual clinical conference 
the staff and ex-residents the Wills 
Eye Hospital Philadelphia will held 
March 16-17, 1951. 


The annual joint meeting the Diplo- 
mates Association Berks County Phy- 
sicians and the Reading Eye, Ear, Nose 
and Throat Society was held February 21. 
Dr. Edwin Astwood, research profes 
sor medicine, Tufts Medical College. 
Endocrinology.”’ 

The Section Ophthalmology the 
College Physicians Philadelphia met 
Dec. 21, 1950. The program consisted 
the following papers: Ophthal- 
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moplegia Due Angioneurotic 
Dr. Wilfred Fry and Dr. Nathan 
(by invitation); ‘‘Follow-up 
About Exposed Drs. Patrick 
Kennedy and James Shipman, and 
“Cause Failure Retinal Detachment 
Dr. Robb McDonald. 
TEXAS 

The twentieth Annual Spring Clinical 
Conference the Southern Clinical So- 
ciety will held March 26-29, 1951, 
Hotel Adolphus and the Baker Hotel, 
Dallas. The registration fee $20.00 
will admit one all features the con- 
ference, including lectures, luncheons, 
evening meetings and the annual banquet 
Thursday evening. 

Guest speaker for the Section Oph- 
thalmology will Dr. Peter Kronfeld 
Chicago. The Section Otolaryngology 
will have Dr. Arthur Proetz St. 
Louis guest speaker 

VIRGINIA 

The Gill Memorial Eye, Ear and Throat 
Hospital will hold its twenty-fourth An- 
nual Spring Congress Ophthalmology 
and Otolaryngology, April 2-7, 1951, 
Roanoke, Va. 


Only physicians who limit their prac- 
tice exclusively ophthalmology, otology, 
rhinology, laryngology, 
surgery, bronchoscopy and esophagoscopy, 
and who are members their local medi- 
societies are eligible attend. The 
recent advances and accepted methods 
treatment these specialties will pre- 
sented means clinical lectures, lan- 
tern slides, motion pictures, and surgical 
demonstrations. 

Guests honor will Major General 
Bliss, Washington, C.; Dr. Jerry 
Conn, Ann Arbor, Mich.; Dr. 
Ruedemann, Detroit; Dr. Townley Pa- 
ton, New York; Dr. Stewart Nash, 
Rochester, and Dr. John Lind- 
say, Chicago. 

Further information may obtained 
writing Dr. Gill, Box 2467, Roan- 
oke, Va. 

EGYPT 

The annual meeting the Ophthalmo- 
logical Society Egypt will take place 
the Memorial Ophthalmic Laboratory, 
Giza, Egypt, Thursday and Friday, 
March and 16, 1951, a.m. Medical 
practitioners, oculists otherwise, are 
cordially invited. 


THE HEED OPHTHALMIC FOUNDATION 


Report Activities from Inception May, 1946, until October, 1950 


The Heed Ophthalmic Foundation was con- 
ceived Mr. Thomas Heed, Chicago, 
and his wife, Ruth Heed, effort give 
additional opportunities for surgical experi- 
ence and study young ophthalmologists 
exceptional ability. They felt that frequently 
the contribution that such men might able 
make toward the advancement the science 
ophthalmology was lost, either through the 
pressure finances the lack entree 
the best institutions the nation. was their 
belief that many deserving young men who 
married, had incurred other obligations upon 
the completion the usual curriculum, though 
such actions were eminently proper and right, 
were thereby forced abandon their studies 
prematurely for the more lucrative field 
clinical ophthalmology. Therefore, after con- 
sultation with leading ophthalmologists from 
various parts the country, trust agree- 
ment was drawn up, and five directors were 


appointed carry out the details the pro- 
gram. 

the beginning, the possibility estab- 
lishing surgical Fellowships was investigated, 
and letters were written twelve the ma- 
jor clinics the country, seeking such Fel- 
lowships. The replies, however, soon made 
evident that was not practical for the vari- 
ous university clinics grant surgical oppor- 
tunities men other than those training 
their own institutions, matter how ex- 
ceptional might the ability such men. 
The plan, therefore, had altered. The 
founders readily agreed all suggestions made 
the Board Directors, and gave the 
idea surgical Fellowships, accepting their 
stead the arrangement which now opera- 
tion. 

The procedure very flexible and permits 
great latitude the part the Board 
Directors. The usual program based 
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six-month period, which may prolonged 
one year, more, may seem desirable. The 
time occupied the usual six-month period 
divided between three situations, 
than two months being spent any one station. 
has been felt that any shorter pre- 
cluded the Fellow from becoming integral 
part the organization and held him the 
role of a visitor, so to speak, rather than a 
temporary member the staff. each clinic 
the work assigned under the direct 
vision the chief staff. Thus far, the 
Fellows have been afforded the opportunity 
attending all lectures, demonstrations and sur- 
gical procedures the same manner 
regular residents the institution, with simi- 


stay 


lar privileges, except those performing sur- 
operative privileges have been grantcd 
limited extent. addition, the Fellows have 
also been encouraged 
search problems, though the time limits are 


gical instances, 


undertake sin 


such preclude elaborate programs this 
nature, even though the problem may car- 
ried from one clinic the next. 

In exceptional cases, other cotrs¢ of study 
have been offered. One Fellow spent six 
months working histopathology one 
stitution, and was granted additional six 
months similar study another station 
the present time, one candidate under 
consideration for special training the man- 
agement problems ocular motility. Thus, 
can seen that the Foundation carry- 
ing out the ideas the helping 
men who give promise exceptional 
continue their studies along general 
special lines work very liberal basis 

the present time, two men have had 
one year’s training, and six others have had 
one instance, withdrawal was 
forced, because illness the family, 
the end the first two months. the pres- 
ent time, there are three Fellows the midst 
their training. All those thus far accepted 
have proved men outstanding ability 
and are giving such promise that the founders 
and directors the Foundation have felt great 
satisfaction with what has been accomplished. 

Great credit should given the chiefs 
various clinics, their staffs and their institu- 


six months’. 


tions, who have assisted this 
Among such should mentioned: 

The Department Ophthalmology the 
University California School Medicine 

The Department Ophthalmology Colum- 
bia University College Physicians and 
Surgeons 

The Eye Bank Laboratory the Manhattan 
and Ear Infirmary 

The Department Ophthalmology Johns 
Hopkins University School Medicine 

The Massachusetts Eye and Ear Infirmary 


program. 


The Department Ophthalmology North- 

western University School Medicine 
The Department Ophthalmology the Uni- 

versity Oregon School Medicine 

all other matters pertaining the 
manavement of the Fellowships, the founders 
have the details concerning the stipend 
the discretion the Board Directors. The 
amount has been established with view 
rendering assistance number candidates, 
rather than concentrating too highly one 
two time. effort has been made 
adjust the remuneration such level that 
applicants will not look upon the compensa- 
tion complete livelihood but rather 
greatly desire. The idea has been that, estab- 
lished its present basis, will attract those 
who 
granted them access, the most intimate 
and instructive basis, the finest teachers and 


realize the rare which 


clinics the country 

There has been effort solicit the name 
any candidate other than let known 
from time time that one more Fellow- 
ships were open those having the necessary 
qualifications 

addition the exceptional qualifications 
outlined above, required that all candidates 
citizens the United States. Following out 
this stipulation the trust agreement, has 
been necessary refuse Fellowships several 
most desirable candidates, but should they have 
been accepted, equally fine men American 
birth would have been denied the opportunities 
offered. 

Haywarp Post, M.D 


Secretary 
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POSITIONS AVAILABLE 


Otolaryngologist: position for resi- 
dent available the Episcopal Hos- 
pital, Philadelphia, Pa. For details write 
Dr. Otto Hirst, Episcopal Hospital, 
Philadelphia 25, Pa. 


The Henry Ford Hospital has open- 
ing for associate surgeon the Di- 
vision Otolaryngology. Physician must 
certified Board eligible. Preference 
will given man who well-trained 
otolaryngologic plastic surgry. This 
full-time position. Communicate with 


Listings of positions available should be sent 
to W. L. Benedict, M.D., 100 First Avenue Building, 
Rochester, Minn., by the fifth of the month pre- 
ceding publication. They should include (1) type 
of physician wanted (ophthalmologist or otolaryn- 
gologist; diplomate, resident, etc); (2) type of posi- 
tion to be filled; and (3) whom to write for further 
information. Unless otherwise requested, listings 
will be published once only. 

The Academy will handle further correspon- 
dence beyond the listing and assume no _ responsi- 
bility. Neither does it endorse or guarantee any 
of the published listings. 


Dr. Lewis Dill, Henry Ford Hospital, 
Detroit Mich. 

Ophthalmologist: vacancy exists 
the Department Ophthalmology, Great 
Falls Clinic, Great Falls, Mont. Great 
Falls serves medical center for 
some 95,000 people, making the demands 
the field ophthalmology more than 
exceed the supply ophthalmologists. 
For further information write Dr. Wy- 
man Roberts, Great Falls Clinic, Great 
Falls, Mont. 


Wanted: Executive director assume 
desire work with hearing- 
handicapped persons, knowledge hear- 
ing therapy and social administration re- 
quired. Position and pay assured quali- 
fied person. Application Directors 
should 
Columbus Hearing Society, East State 
Street, Columbus 15, Ohio. 
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DIRECTORY OPHTHALMOLOGIC AND OTOLARYNGOLOGIC 
SOCIETIES 
INTERNATIONAL 


INTERNATIONAL ASSOCIATION FOR PREVENTION OF BLINDNESS 
President: Dr. P. Bailliart, 47 Rue de Bellechasse, Paris, F° aree 
Secretary-General: Prof. A. Franceschetti, rue A—Jentzer 22, Geneva, Switzerland 
INTERNATIONAL CouNCcIL oF OPplTHALMOLOGY 
President: Prof. F. W. Nordenson 
Secretary: Dr. Holger Ehlers, Rigshospital, Copenhagen, Denmark 
INTERNATIONAL ORGANIZATION AGAINST TRACHOMA 
President: Dr. MacCallan 
Secretary: Dr. F. Wibaut, P. C. Hoofstraat 145, Amsterdam, Holland 
Pan-AMERICAN ASSOCIATION OPHTHALMOLOGY 
President: Dr. Conrad Berens 
Secretary: Dr. Thomas PD. Allen, 122 South Michigan Avenue, Chicago 2, IIl. 
y 
Time and Place: January 7-12, 1952. Mexico City 
Pan-AMERICAN ASSOCIATION OF OpmTHALMOLOGY, PueRTO Rico CHAPTER 
President: Dr. Luis J. Fernandez, Box 2206, San Juan 10, Puerto Rico 
Secretary: Dr. P. Fernandez 
Place: San Juan 
Pan-AMERICAN AssociaTION or AND Broncuo-EsopHaGoLocy 
President Dr. Jose C. Gros : 
Secretary: Dr. Chevalier L. Jackson, 255 South 17th Street, Philadelphia, Pa. . 
Time and Place: Third Pan-American Congress of Oto-Rhino-Laryngology and Broncho-Esophagolory, 


Havana, Cuba, 1952 


FOREIGN 


Aut-Inpia OPHTHALMOLOGICAL 
President: Dr. G. Zachariah 
Secretaries: Dr. S. N. Cooper and Dr. V. K. Chitnis, Laud Mansion, Queen’s Road, Bombay 4, India 
Austrian OTOLARYNGOLOGICAL SocteTy, VIENNA 
President: Prof. Dr. E. Schlander 
Secretary: Doz. Dr. O. Novotny, Vienna IX, Alserstrasse 4, Austria 
Time and Place: Annuall 
Revc1an Society 
President: Dr. L. Weekers 
Secretary-General:Dr. M. Appelmans, Avenue Ruelens 179, Louvain 
Time and Place: January, June and November. Bruxelles 
Bombay ASsocIATION 
Chairman: Rotated 
Conveners: Dr. S. N. Cooper and Dr. B. D. Telang, Laud Mansion 21, Queen’s Road, Bombay 4 
Time and Place: 7:30 p.m., third Wednesday each month. The seven ophthalmic hospitals Bombay 
by rotation 
Britis Association OF OTOLARYNGOLOGISTS 
President: Mr. H. V. Forster 
Honorary Secretary: Mr. Capps, Lincoln’s Inn Fields, London England 
British Mentcat Association, SECTION ON OPHTHALMOLOGY 
President: Mr. O. G. Morgan 
Secretary: Mr. A. G. Cross, 27 Harley Street, London W. 1, England 
Cuenctu Society 
President: Dr. Eugene Chan ; 
Dr. Shen, Eye, Ear, Nose and Throat Hospital, Chengtu, Szechuan, China 
Place: Eye, Ear, Nose and Throat Hospital, Chengtu, Szechuan, China 
Cuinese OPHTHALMOLOGY Society 
President: Dr. C. H. Chou V 
Secretary: Dr. F. S. Tsang, 221 Foochow Road, Shanghai 
Cuinrse OPHTHALMOLOGICAL Soctety OF PEKING 
President: Dr. G. C. Lin 
Secretary: Dr. H. L. Chen, Ophthalmological Dept., Peking University Medical School, Peking 
Time: Bimonthly 
Devtscue OPHTHALMOLOGISCHE GESELLSCHAFT HEIDELBERG 
President: Prof. Dr. med. K. Wessely y 
Secretary: Prof. Dr. med. E. Engelking, Heidelberg, Universitats-Augenklinik 
Facutty OF OPHTHALMOLOGISTS 
President: Dr. Frank W. Law, 45 Lincoln’s Inn Fields, London, W.C. 2, England 
Secretary: Dr. J. H. Doggart, F.R.C.S. 
GERMAN OPHTHALMOLOGICAL SocIETY 
President: Prof. W. Lohlein 
Secretary: Prof. E. Engelking, Heidelberg 
IlunGartAN Meptcat TrapeE Union, Section oF OPHTHALMOLOGY 
President: Pro’. 1. Csapo 
Secretary: Dr. E. Galla, Krisztina Kérut 139, Budapest, Hungary 
Time and Place: Bimonthly. Second Eye Clinic, Budapest 
HUNGARIAN OPHTHALMOLOGICAL SOCIETY 
President: Prof. G. Horay 
Assistant Secretary: Dr. Stephen de Grosz, University Eye Hospital, No. 1, Illesucca 15, Budapest 
IsRAEL OPHTHALMOLOGICAL Society 
President: Dr. Aryeh Feigenbaum ; 
Secretary: Dr. E. Sinai, 9 Bialik Street, Tel Aviv 


Secretaries of societies are requested to furnish the information necessary to make this list complete 


and keep it up to date. 
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OPHTHALMOLOGICAL SOCIETY 


President: Dr. F. A. Anderson 

Secretaries: Dr. P. Jameson Evans, 51 Calthorpe Road, Edgbaston, Birmingham 15, England 
Dr. R. D. Weeden Butler, 18 Highfield Road, Edgbaston, Birmingham 15, England 

Place: Birmingham and Midland Eye Hospital, Church Street, Birmingham 3, England 


NEDERLANDSCH OOGHEELKUNDIG GEZELSCHAP 


President: Prof. A. W. Mulock Houwer 
Secretary: Dr. T. A. Vos, Laan v. Meerdervoort 394, the Hague 


Nortn or Encranp Society 
President: Mr. A. McKie Reid 
Secretary: Mr. W. M. Muirhead, 70 Upper Hanover Street, Sheffield 3, England 


Time and Place: October to May. Manchester, Leeds, Newcastle-on-Tyne, Liverpool, Sheffield and Bradford 


F Tue Nova Scotrta Socrety oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Secretary-Treasurer: Dr. E. I. Glenister, 513 Barrington Street, Halifax, Nova Scotia 
Time: Four times yearly at dates to be arranged by the Executive 
OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SociETY OF ALBERTA 
President: Dr. C. G. Elder ‘ 
Secretary: Dr. M. R. Marshall, Wells Pavilion, University Hospital, Edmonton, Alberta, Canada 
OrputTHALMoLocicaL Society oF AUSTRALIA 
President: Dr. Arthur H. Joyce 
Secretary: Dr. Arnold L. Lance, 135 Macquarie Street, Sydney, New South Wales 
President: Prof. Dr. Holger Ehlers 
Secretary: Dr. Carl Johan Moellenbach, Rigshospitalets oejenafdeling, Copenhagen O, Denmark 
Place: Rigshospitalets oejenafdeling 
OputTHaLMoLocicaL Society oF Ecypt 


President: Dr. Ibrahim Ahmad Mohammad 

Secretary: Dr. Mahmoud. Lutfi, Ophthalmic Hospital, Giza 

Time and Place: Annual agg during March. Summer meeting during August. Dar El] Hekmah, 


42 Kasr El Ainy Street, iro, Egypt 


Chairman: Dr. Manuel Icaza Dublan 
Secretary: Dr. Jorge Meyran, Ezequiel Montes 135, México, 
Time and Place: Second Friday of each month. Hospital de Neustra Senora de la Luz 


Society OF New ZEALAND 


President: Dr. L. S. Talbot 
Secretary: Dr. W. J. Hope-Robertson, Kelvin Chambers, 16 The Terrace, Wellington 
Time and Place: Annually. Auckland, Wellington, Christchurch and Dunedin alternately 


OpuTHALMoLocicaL Society oF SoutH AFRICA 
President: Dr. L. Staz 
Secretary: Dr. J. Guillaume Louw, 901 Dumbarton House, Adderley Street, Cape Town, South Africa 
Time: Annually 


Society oF THE Unitep KincGpom 
President: Mr. M. H. Whiting 
Honorary Secretaries: Mr. A. G. Cross and Mr. A. J. B. Goldsmith, 45 Lincoln’s Inn Fields, London 
W. C. 2, England 
Time and Place: 1951 Congress of the Society, March 29-31, London 


Oxrorp OPHTHALMOLOGICAL CONGRESS 
Master: Dr. F. A. Anderson 
Hon. Secretary and Treasurer: Ian C. Fraser, F.R.C.S., Red Roofs, Kingsland, Shrewsbury 
Time and Place: First week of July 1951, Oxford 
PHILIPPINE OPHTHALMOLOGICAL AND OTOLARYNCOLOGICAL Society 
President: Dr. Geminiano Ocampo 
Secretary-Treasurer: Dr. Carlos V. Yambao, Philippine General Hospital, Manila 
_ Porish Society 
President: Prof. Dr. Kapuscinski 
Secretary: Dr. S. Topolski, Piusa 38, Warsaw, Poland } 
Time and Place: Every two years—summer. Ophthalmic Clinic, Oczki 6, Warsaw 
Royat_ Society or Mepicine, Section oF OPHTHALMOLOGY 


President: Montague Hine, F.R.C.S. 
Secretaries: Arthur Lister, F.R.C.S., 56 Wimpole Street, London, W.1., England 
H. E. Hobbs, F.R.C.S., 129 Harley Street, London, W.1., England 


Sao Pauto Society oF OPHTHALMOLOGY 


President: Dr. Durval Prado 
Secretary: Dr. Rubens Belfort Mattos, Rua Stapetininga, F-3° andar, Sao Paulo, Brazil 


Scottish CLUB 
President: Dr. E. H. Cameron 
Secretary: Dr. John Marshall, 11 Clairmont Gardens, Glasgow, C.3, Scotland 
Time and Place: Last Saturday of March and October, Edinburgh and Glasgow, in rotation 
ARGENTINA OFTALMOLOGIA 
President: Dr. Diego M. Arguello 
Secretary: Dr. Pedro F. Garcia Nocito, Vicente Lopez 1756 A, Buenos Aires, Argentina 
Time and Place: Third Wednesday of every month. Buenos Aires 
Soctgpap CHILENA DE OFTALMULOGIA 
President: Dr. Italo Martini 
Secretary: Dr. Adrian Araya Costa, Renaca, no. 34, Santiago, Chile 
Place: Santiago 
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DIRECTORY SOCIETIES 


President: Dr. Jorge _Suarez-Hoyos, Carrera 5a, no. 13-39, Bogota, Colombia 
Secretary: Dr. Francisco Arango : 
Time and Place: Second Tuesday of each month. Club Medico 
Socrepap CUBANA DE OFTALMOLOGIA 
President: Dr. Oscar F. Horstmann 
Secretary: Dr. Heriberto Buch Granados, Calle B No. 668 ent. 27 y 29, Vedado, Habana, Cuba 
Time and Place: First Thursday bi-monthly. Malecon No. 61 Bajos, Havana, Cuba 
Socrepap MEXICANA DE OFTALMOLOGIA 
President: Dr. Teodulo M. Agundis : 
Secretary: Dr. Jose Luis Arce, Viena 3-5, Mexico D. F., Mexico 
Time and Place: 8:30 p.m., first Tuesday of each month, Gral. PRIM 47 
Chairman: Dr. Roberto Obregon Oliva 
Secretary: Dr. Alberto Urrets Zavalia (hijo), 27 de Abril 255, Cordoba, Argentina 
President: Dr. Elias Mendoza Gonzalez ? ? 
Secretary: Dr. Jose Martin del Campo, Av. Juarez 211, Desp. 314, Guadalajara, Jal. 
Place: Edificio Lutencia Despacho 101 
President: Dr. Juan Manuel Vila Ortiz, Cordoba 1915, Rosario, Argentina 
Secretary: Dr. Carlos M. Soto | 
Time and Place: Last Sunday every month. Rosario 
BRASILEIRA OFTALMOLOGIA 
President: Dr. Natalicio Farias 
Secretary: Dr. Ismar Pereira, Praca Floriano 55, 5° andar, Rio de Janeiro, Brazil 
Time: Third Friday of every month from April to December 
SoctepADE OFTALMOLOGIA DEL Norte 
President: Dr. Jorge Luis Castillo } 
Secretary: Dr. Felix Berman, San Lorenzo 345, Tucuman, Argentina 
Place: Mendoza 421, Tucuman 
SocieDADE DE OFTaLMOLOoGIA Minas Gerais 
President: Prof. Hilton Rocha 
Secretary: Dr. Oswaldo Carvalho 
Place: Belo Horizonte, Minas Gerais, Brazil 
President: Dr. Luiz Assumpcao 
Secretary: Dr. Fernando Voges Alves, Caixa Postal 928, Porto Alegre, Rio Grande do Sul 
Socrepape ve OTo-R1ino-LaRINGOLOGIA po Rio bE JANIERO 
President: Dr. Aloysio Novis 
Secretaries: Dr. Rubens Cabral, Rua Paissandu 73, Rio de Janeiro, Brazil 
Dr. Mairelles Vieira 
SociepaADE pE OFTALMOLOGIA E OToO-RuINO-LARYNGOLOGIA DE Banta 
President: Dr. Theonilo Amorim, Barra Avenida, Bahia, Brazil 
Secretary: Dr. Adroaldo de Alencar 
Socreta ITALIANA 
President: Prof. Giuseppe Ovio 
Secretary: Prof. E. Leonardi, Piazza degli Eroi, 11 Roma, Italy 
Place: Roma Piazza degli Eroi 11 
Societe Beice pv’OPHTALMOLOCIE 
President: Dr. L. Weekers 
Secretary-General: Dr. M. Appelmans, 179 avenue Reulens, Louvain, Belgium 
Time: Last Sunday of February, June and November 
Societe FRANCAISE D'OPHTALMOLO: If 
Secretary-General: Dr. Edward Hartmann, Hospital Lariboisiere, Paris 10, France 
President: Prof. Larsson 
Secretary: Dr. K. O. Granstrom, Sodermalmstorg 4, Stockholm, Sweden 
SouTHERN Socirty, ENGLAND 


President: R. Lang, M.R.C.S. 
Hon. Secretary and Treasurer: Nigel Cridland, D.M., D.O., 25 Craneswater Park, Southsea, England 


NATIONAL 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Derrick Vail 
Executive Secretary-Treasurer: Dr. William L. Benedict, 100 First Avenue Building, Rochester, Minn. 
Time and Place: October 14-19, 1951, Chicago 
AMERICAN AssociaTION OF Eye, Ear, Nosk ano Turoat Society Secretarirs 
President: Dr. Kenneth L. Craft 
Secretary-Treasurer: Dr. Daniel S. DeStio, Highland Building, Pittsburgh 6, Pa. 
AMERICAN LARYNGOLOGICAL ASSOCIATION 
President Dr. Gordon B. New 
Secretary: Dr. Louis H. Clerf, 1530 Locust, Philadelphia 2, Pa. 
AMERICAN LaRYNGOLOGICAL, RIIINULOGICAL AND OroLocicaL Society, Inc. 
President: Dr. Louis H. Clerf 
Secretary: Dr. C. Stewart Nash, 708 Medical Arts Building, Rochester 7, N. Y. 
EASTERN SECTION 
Vice-President: Dr. Harry P. Schenck 
Secretary: Dr. Francis W. Davison, Geisinger Memorial Hospital, Danville, Pa. 
MIDDLE SECTION 
Vice-President: Dr. Clarence W. Engler 
Secretary: Dr. Walter Theobald, 307 North Michigan Avenue, Chicago 
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SECTION: 
Vice-President: Dr. Charles C. Grace 
Secretary: Dr. James W. McLaurin, Raymond Building, Baton Rouge 6, La. 


SECTION: 
Vice-President: Dr. Lewis F. Morrison 
Secretary: Dr. Harold Boyd, 1136 West Sixth Street, Los Angeles, Calif. 


AMERICAN MeptcaL Association, ScreENTIFIC ASSEMBLY, SECTION ON OPHTHALMOLOGY 
Chairman: Dr. A. Ray Irvine P 
Secretary: Dr. Trygve Gundersen, 101 Bay State Road, loston, Mass. 
American Mepicat Association, Section on Laryncotocy, OToLtocy anp RHINOLOGY 
Chairman: Dr. James M. Robb : 
Secretary: Dr. Sam Sanders, 1089 Madison Avenue, Memphis Tenn. 
AMERICAN Socrety 


President: Dr. John H. Dunnin.ton 
Secretary-Treasurer: Dr. Maynard West 59th Street, New York 19, 
Time and Place: Ejighty-seventh annual meeting, June 7-9, 1951, Greenbrier Hotel, White Sulphur 


Springs, W. Va. 
American Society 
President: Dr. Kenneth Day 
Secretary: Dr. John Lindsay, 950 East 59th Street, Chicago 37, 
AMERICAN OvorRnINOLOCIC FOR THE ADVANCEMENT OF 
P ASTI: Rec NSTRUCTIVE SURCERY 
President: Dr. Norman N. Smith 
Secretary: Dr. Joseph G. Gilbert, 111 East 61st Street, New York 21, N. Y. 
American Society oF OruTHALMOLOGIC AND OTOLARYNGOLOGIC ALLERGY 
President: Dr. George E. Shambaugh, Jr. ; 
Secretary-Treasurer: Dr. Joseph W. Hampsey, 806 May Building, Pittsburgh 22, Pa. 
AssocIATION FOR ResEarcH IN INc, 
Chairman: Dr. Walter Fink 
Secretary-Treasurer: Dr. James Allen, 1430 Tulane Avenue, New Orleans, La. 
Mepicat Association, SECTIUN ON OPUTHALMOLOGY 
President: 
Secretary: 380 Medical Arts Toronto, Ontario 
CaNnaDIAN OPHTHALMOLOGICAL SoctEeTy 
President: Dr. R. F. Nicholls 
Secretary: Dr. J. F. A. Johnston, 174 St. George Street, Toronto, Ontario 
CANADIAN OTOLARYNGOLOGICAL Society 
President: Dr. W. J. McNally 
Secretary: Dr. Jules Brahy, 361 Sherbrooke Street East, Montreal 18, Quebec 


President: Mr. Mason H. Bigelow 
Secretary: Dr. Franklin Foote, 1790 Broadway, New York 19, 


REGIONAL 
ARK-LA-TEX Society 
President: R. R. Kirkpatrick 
Secretary: Dr. Frank L. Bryant, 2622 Greenwood, Shreveport, La. 
Time and Place: First Monday of month, September through June. Shreveport Club 
Hawait Eve, Ear, Nose ano Turoat Society 
Chairman: Dr. Ogden D. Pinkerton 
Secretary: Dr. John P. Frazer, 1133 Punchbown Street, Honolulu, T. H. 
Time and Place: Third Thursday of each month (dinner meetings). Pacific Club, Honolulu 
Inter-Mountain OTo-OPHTHALMOLOGICAL SocreTy 
President: Dr. Homer E. Smith 
Secretary: Dr. George B. Ely, 115 East South Temple Street, Salt Lake City, Utah 
Time and Place: each month, September through May. University Club, 136 East 
South Temple, Salt Lake City 
OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SocreTy 
President: Dr. S. B. Carruthers 
Secretary: Dr. Edley Jones, 1301 Washington Street, Vicksburg, Miss. 
Time and Place: May 14, 1951, Mississippi Gulf Coast 
New Enctanp OpntTHALMOLOcICAL Society 
President: Dr. Benjamin A. Sachs 
Secretary: Dr. Garrett L. Sullivan, 101 Bay State Road, Boston 15, Mass. 
Time and Place: Third Wednesday each month, November through April. Massachusetts Eye and 
Ear Infirmary 
New Encianp Socrety 
President: Dr. Robert L. Goodale 
Secretary-Treasurer: Dr. Burton E. Lovesey, 76 Bay State Road, Boston 15, Mass. 
Time and Place: Quarterly. Massachusetts Eye and Ear Infirmary, 243 Charles Street, Boston 
Paciric Coast 
President: Dr. Augustus B. Dykman 
Secretary-Treasurer: Dr. Howard P. House, 1136 West Sixth Street, Los Angeles 14, Calif. 
Sacinaw ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. William B. Hubbard 
Secretary: Dr. Frank A. Ware, 514 Genesee Bank Bldg., Flint, Mich. 
Time and Place: Second Tuesday evening each month, except summer months. Bancroft Hotel, Saginaw 
Stoux Vatitey Eve anp Ear Acapemy 
President: Dr. James Reeder, Jr. 
Secretary-Treasurer: Dr. W. P. Davey, 627-632 Frances Building, Sioux City, Iowa 
Mepicat Association, SEcTION ON OPHTHALMOLOGY AND OTOLARYNGOLOGY 


Chairman: Dr. Alston Callahan 
Secretary: Dr. Edley H. Jones, 1301 Washington Street, Vicksburg, Miss. 
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Wisconstn-Uprer Micnican Society oF AND OTOLARYNGOLOGY 
President: Dr. James K. Trumbo 
Secretary: Dr. G. L. McCormick, 650 South Central Avenue, Marshfield, Wis. 
Time and Place: May 1951. Wausau, Wis. 
STATE 


Arkansas State Mepicat Society, Eyr, Ear, Nose ann Turoat SEctTion 
President: Dr. Hinkle 
Secretary: Dr. K. W. Cosgrove, 113 East Capitol Avenue, Little Rock, Ark. 
CaLiFORNIA Mepicat Assoctation, Eyre, Ear, Nosr ann Turoat SEct10N 
Chairman: Dr. George Keiper, Jr. 
Secretary: Dr. Maurice W. Nugent, 2007 Wilshire Blvd., Los Angeles 5, Calif. 
Cotorapo OPHTHALMOLOGICAL SOCIETY 
President: Dr. Leonard Swigert 
Secretary: Dr James C. Strong, 227 Sixteenth Street, Denver, Colo 
Time and Place: Every third Saturday. Colorado Medical Center 
CoLorapo OTOLARYNGOLOGICAL Socirry 
President: Dr. Edgar A. Elliff 
Secretary: Dr. James Chessen, 510 Republic Building, Denver 2, Colo. 
Time and Place: First Saturday of each month, October through May. Colorado University School of 
Medicine 

Froripa Society OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. W. Jerome Knauer 
Secretary-Treasurer: Dr. Charles C. Grace, 145 King Street, St. Augustine, Fla. 

Georcia Society OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Lester A. Brown 
Secretary: Dr. Braswell E. Collins, 701 Elizabeth Street, Waycross, Ga. 
Time and Place: First Friday and Saturday of March General Oglethorpe Hotel, Savannah, Ga. 


INDIANA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. E. W. Dyar 
Secretary-Treasurer: Dr. M. S. Harding, 308 Hume Mansur Building, Indianapolis, Ind. 


Iowa AcADEMY OF OPHTHALMOLOGY “AND OTOLARYNGOLOGY 
President: Dr. George Albright 
Secretary: Dr. Carl A. Noe, 691-611 Highley Building, Cedar Rapids, Iowa 
Time and Place: 1951—Iowa City 
Kansas State Mepicat Society, Section oN OpntHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. N. L. Francis 
Secretary: Dr. W. D. Pitman, First National Bank Building, Pratt, Kan. 
Micuican State Mepicat. Society, Section ON AND OTOLARYNGOLOGY 
Chairman: Dr. J. E. Croushore (Otolaryngology) 
Co-Chairman: Dr. J. C. Gemeroy (Ophthalmology) 
Secretary: Dr. R. W. Teed, 215 South Main, Ann Arbor, Mich. (Otolaryngology) 
Co-Secretary: Dr. F. BR. Heckert, 1105 Bank of Lansing Building, Lansing, Mich. (Ophthalmology) 
Micurtcan Socrety 
President: Dr. William D. Irwin 
Secretary: Dr. V. E. Cortopassi, 324 South Washington Avenue, Saginaw, Mich. 
Time: Second Thursday of November, December, March, April and May 
Minnesota ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Malcolm C. Pfunder 
Secretary-Treasurer: Dr. Frank Adair, 822 Lowry Medical Arts Building, St. Paul 2, Minn. 
Time and Place: Second Friday of each month, November through May. Alternating, Minnesota Club, 
St. Paul, and Minneapolis Club, Minneapolis 
Montana Acapemy or 
President: Dr. W. L. Forster 
Secretary-Treasurer: Dr. F. D. Hurd, Medical Arts Building, Great Falls, Mont. 
Time and Place: Semi-annually. Summer, Bozeman; mid-winter, Diamond S Ranchotel, Boulder 
Nortu Eye, Ear, Nose ann Turoat Society 
President: Dr. G. M. Billings 
Secretary: Dr. MacLean B. Leath, 529 North Main Street, High Point, N. C. 
Time and Place: Annually, beginning second Monday in September. 


Orecon ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Max Simons 
Secretary: Dr. Richard S. Fixott, 1020 Southwest Taylor Street, Portland 5, Ore. 
Time and Place: Third Tuesday each month September through May. Old Heathman Hotel, Portland 


PENNSYLVANIA ACADEMY OF OPHTIALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Jay G. Linn 
Secretary: Dr. Daniel S. DeStio, Highland Building, Pittsburgh 6, Pa. 
Time and Place: May 3-6, 1951. Galen Hall, Wernersville, Pa. 

Puerto Rico Mepicat Association, SECTION ON OPUTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Luis J. Fernandez 
Secretaries: Dr. Ricardo Fernandez, Box 2206, San Juan 10, Puerto Rico (Ophthalmology) 
Dr. Carlos E. Munoz MacCormick, P.O. Box 604, San Juan, Puerto Rico (Otolaryngology) 

Time and Place: Bimonthly. Puerto Rico Medical Association Building 

Soutu Carotina Society oF AND OTOLARYNGOLOGY 
President: Dr. William M. Carpenter 
Secretary-Treasurer: Dr. Roderick Macdonald, Rock Hill, S. C. 

TENNESSEE STATE ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Sam H. Sanders 
Secretary-Treasurer: Dr. Roland H. Myers, 1720 Exchange Building, Memphis, Tenn. 
Time: Annually 

Texas Society oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 

President: Dr. Hurst 
Secretary: Dr. John L. Matthews, 414 Navarro Street, San Antonio 5, Texas 
Time and Place: December 1950. Dallas 
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President: Dr. Charles A. Young 
Secretary-Treasurer: Dr. Peter Pastore, Box 25, Medical College Virginia Station, 

mond 19, Va. 
Time and Place: May 12, 1951, Roanoke, Va. 
West Vircinta ACADEMY OPHTHALMOLOGY AND OTOLARYNGOLOGY 

President: Dr. Garnett Morison 
Secretary: Dr. Melvin W. McGehee, 425 Eleventh Street, Huntington 1, W. Va. 


Time: Biannual 
LOCAL 
Acapemy oF Mepicine oF NortHern New Jersey, Section on Eye, Ear, Nose anp THROAT 
Chairman: Dr. William F. Krone 
Secretary: Dr. Francis Grant, 1224 Salem Avenue, Hillside, 
Time and Place: 8:45 p.m., second Monday of the month. The Academy of Medicine, 91 Lincoln Park, 
South, Newark 
Axron ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Anderson 
Secretary-Treasurer: Dr. A. L. Peter, 406 Akron Savings and Loan Building, Akron, Ohio 
Time and Place: 6:30 p.m., first Monday January March, May and November. Akron City Club 
ATLANTA Eye, Ear, Nose anp Turoat Society 
President: Dr. Edward S. Wright 
Secretary-Treasurer: Dr. James T. King, 384 Peachtree Street N.E., Atlanta 3, Ga. 
Time and Place: 7:30 p.m., fourth Monday each month, October May. Academy Medicine 
City Mepicat Society, OrnTHALMOLOGICAL Srction 
Chairman: Dr. M. Elliott Randolph 
Secretary-Treasurer: Dr. Abraham Kremen, 2355 Eutaw Place, Baltimore 17, Md. 
Time and Place: 8:00 p.m., fourth Thursday of every month October to May. Medical and Chirurgical 
Faculty, 1211 Cathedral St. 
BrrmMinGHAM Eye, Ear, Nose Turoat Society 
President: Each member, in alphabetical order. 
Secretary: Dr. David A. McCoy, Woodwarde Building, Birmingham, Ala. 
Time and Place: 6:30 p.m., second Tuesday of each month, September through May. Thomas Jefferson Hotel 
Boston City Hosprtar AuraL AND OPHTHALMIC ASSOCIATIUN 
President: Dr. Joseph Nerbonne 
Secretary: Dr. Benjamin Riseman, Bay State Road, Boston 15, Mass. 
President: Dr. Mortimer Lasky 
Secretary-Treasurer: Dr. Louis 256 Rochester Avenue, Brooklyn 13, 
Time and Place: 8 p.m., third Thursday in October, December, February and ‘April. Medical Soct ty 
the County Kings, 1313 Bedford Avenue 
President: Dr. Arthur Bennett 
Secretary: Dr. Herbert Reitz, 446 Linwood Avenue, Buffalo, 
Time and Place: Second Thursday each month, October May. Park Lane 
Centrat Society oF OpuTHaLMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Harold Watkins 
Secretary-Treasurer: Dr. Philip McGrath, 843 Jefferson Building, Peoria, 
Time and Place: April 20-22. Fort Armstrong Hotel, Rock Island, Il. 
CentraL New Yorx Eve, Ear, Nost anp Turoat Society 
President: Dr. Cecil B. Hert 
Secretary-Treasurer: Dr. James 619 University Building, Syracuse, 
Cuattanouca Eye, Ear, Nose anv Titroat Society 
Chairman and Secretary: Dr. Willard Steele, Jr., 552 McCallie Avenue, Chattanooga, Tenn. 
Time and Place: 6:30 p.m., fourth Thursday in each month, October through May. Mountain City Club 
Curcaco LaryNGoLocicaL AND OroLocicaLt Society 
President: Dr. Oliver E. Van Alyea 
Secretary: Dr. Lawrence J. Lawson, 636 Church Street, Evanston, III. 
Curcaco Society 
President: Dr. J. Robert Fitzgerald 
Secretary-Treasurer: Dr. Gail E. Soper, 636 Church Street, Evanston, III. 
Time Place: 7:30 p.m., third Monday each month, October May. Union, 715 


S. Wood Street 
Cincinnati Ciur 

Presidium: Dr. Donald Lyle, Dr. Karl Ascher, Dr. Josef Weintraub 
Secretary: Dr. Josef D. Weintraub, 715 Provident Bank Building, Seventh and Vine Streets, Cincinnati, Ohio 
Time and Place: Second W ednesday night of month, November through May. University Club, Fourth 

and Broadway 

President: Dr. Leslie 
Secretary-Treasurer: Dr. Webb Chamberlain, Jr., 7405 Detroit Avenue, Cleveland, Ohio 
Time and Place: Second Tuesday November, January, February and April. Statler Hotel, Cleveland 
oF Puysicians oF SECTION ON OPHTHALMOLOGY 

Chairman: Dr. Wilfred Fry 
Clerk: Dr. M. Luther Kauffman, Medical Arts Building, Jenkintown, Pa. 
Time and Place: 8:15 p.m., third Thursday of every month, October through April. College of Phy- 

sicians Building 

Dattas ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Wilkinson 
Secretary: Dr. Claude D. Winborn, Medical Arts Building, Dallas 1, Texas 
Time and Place: First Tuesday of each month. Melrose Hotel 
Des Motnes ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 

President: Dr. J. H. McNamee 
Secretary-Treasurer: Dr. Gurau, 213 Bankers Trust Building, Des Moines, Iowa 
Time and Place: 6:00 p.m., fourth Monday each month, September through May. Des Moines Club 
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Derrorr Crur 
Secretary-Treasurer: Dr. Frederick A. Lauppe, 1249 David Whitney Building, Detroit 26, Mich. 


Detroit OPHNTHALMOLOGICAL SOCIETY 
President: Dr. Cecil Lepard 
Secretary: Dr. Arthur P Wilkinson, 947 Fisher Building, Detroit 2, Mich 
Time and Place: Second Monday of each month, November through April. Wayne County Medical Society 
Detroit 
President: Dr. B. F. Glowacki 
Secretary-Treasurer: Dr. John R. Birch, 1010 Maccabees Building, Detroit 2, Mich. 
Time Third Wednesday each month, September May. Wayne County Medical Society 
Building 
Ear, Nose Turoat Ciun or St. Lovis 
Chairman: Dr. Bernard J. McMahon 
Secretary: Dr. Harry N. Glick, 1504 Grand Boulevard, St. Louis, Mo. 
Time and Place: Third Wednesday in November, January, March and May. University Club Bldg 
Eastern New York Eye, Ear, Nose anp THroat ASSOCIATION 
President: Dr. Byron H. Porter 
Secretary-Treasurer: Dr. E. Martin Freund, 762 Madison Avenue, Albany 3, N. Y. 
Time and Place: 8 p.m., first Thursday of month, October to June. Albany, Troy, Schenectady, rotating 


monthly 
Fort Wortnu Eye, Ear, Nose anp Turoat Society 


President: Dr. W. H. McKenzie 
Secretary: Dr. C. Keith Barnes, 921 Neil P. Anderson Building, Fort Worth 2, Texas 
Time and Place: 6:30 p.m., first Friday each month, except July and August. All Saints’ Hospital 
Houston AcapEMY OF MEDICINE, OPHTHALMOLOGICAL AND OtTo-LaryNGOLOGICAL SECTION 
President: Dr. Lyle Hooker 
Secretar Dr. Claude C. Cody, III, 1304 Walker Avenue, Houston 2, Texas 
Time: ( ory Thursday of each month, October through June 
INDIANAPOLIS OPIHTHALMOLOGICAL, AND OTo-LarYNGOLOGICAL SOCIETY 
President: Dr. Edwin D. Dyar 
Secretary-Treasurer: Dr. J. Lawrence Sims, 809 Hume Mansur Building, Indianapolis 4, Ind. 
Time and Place: 6:30 p.m., second Thursday of each month, November to May. Indianapolis Athletic Club 


President: Dr. John McLeod 
Secretary: Dr. James W. May, 1016 Rialto Building, Kansas City, Mo. 
Time and Place: Third Thursday of the month, November through May. Hotel President, 14th and Baltimore 
Lonc Beacu Eye, Ear, Nose anp Turoat Society 
President: Dr. Edmund D. Godwin 
Secretary: Dr. James V. Keipp, 110 Pine Avenue, Long Beach 2, Calif. 
Time and Place: 6:00 p.m., monthly, September through May. Seaside Memorial Hospital 
Los ANGELES OPHTHALMOLOGICAL SOCIETY 
President: Dr. Deane C. Hartman ” 
Secretary: Dr. Daniel B. Esterly, 104 North Madison Avenue, Pasadena 1, Calif. 
Time and Place: First Thursday each month, September through June. Los Angeles County Medical 
Society Building, 1925 Wilshire Boulevard 
Los AnGcELes Society oF OPHTHALMOLOGY AND OTOLARYNGOLUGY 
President: Dr. Alden Miller 
Secretary: Dr. Victor Goodhill, 2007 Wilshire Boulevard, Los Angeles 5, Calif. 
Time and Place: 6:00 p.m., fourth Monday of each month, September through May. Los Angeles 
County Medical Association Building, 1925 Wilshire Boulevard 
Mepicat Society oF Tue District or SecTION ON OTOLARYNGOLOGY 
President: Dr. Victor Alfaro 
Secretary: Dr. Frasier Williams, 1228 North Irving Street, Arlington, Va. 
Time and Place: 7:00 p.m., third Tuesday in October, November, March and May. Army and Navy 
Club, 17th and Farragut Square, N.\W. 
Mempnis Society OF OputTiaALMOLOGY AND OTOLARYNGOLOGY 
Chairman: Each member, alphabetical order 
Secretary: Dr. Sam H. Sanders, 1089 Madison Avenue, Memphis, Tenn. 
Time and Place: Second Tuesday each month, September through May. Memphis Eye, Ear, Nose 
and Throat Hospital 


President: Dr. J. P. Wild 

Secretary-Treasurer: Dr. Howard High, 324 East Wisconsin Avenue, Milwaukee 2, Wis. 

Time and Place: 6:30 p.m., fourth Tuesday of each month, October to May. Athletic Club 
Montcomery County Menpicat Society, Section on Eyer, Ear, Nose anp THroat 

President: Dr. Robert Bruce 

Secretary-Treasurer: Dr. L. N. Shroder, 144 West Fourth Strect, Greenville, Ohio 

Time and Place: First Tuesday November, February, March and May. Dayton Country Club 


MontTREAL OPHTHALMOLOGICAL SOCIETY 


MitwavuKee Oto-Oputiatmic Society 


President: Dr. Jules Brahy 
Secretary-Treasurer: Dr. Leo S. S. Kirschberg, 1390 Sherbrooke Street West, Montreal, Que., Canada 


Time: Second Thursday of October, December, February and April 
NASHVILLE ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. N. B. Morris ile 
Secretary-Treasurer: Dr. Herbert Duncan, Bennie Dillon Building, Nashville, Tenn. 
Time and Place: Third Monday evening of month, October through May. James Robertson Hotel 
New York Acapemy oF Mepicine, Section oN OPHTHALMOLOGY 


Chairman: Dr. Milton Berliner 
Secretary: Dr. John M. McLean, 525 East 68th Street, New York 21, N. Y. 
Time and Place: Third Monday the month, October through May. New York Academy Medicine 


New York Society ror CLinicaL OPHTHALMOLOGY 


President: Dr. Samuel Gartner 
Secretary: Dr. Leon H. Ehrlich, 211 Central Park West, New York 24, N. Y. 
Time and Place: Monday the month, October May. New York Academy Medicine 
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Nueces County Eye, Ear, Nose anp Turoat Society 
President: Dr. Meador 
Secretary: Dr. Rex C. House, 228 Medical-Dental Building, Corpus Christi, Texas 
Time and Place: 7:30 p.m., second Monday of each month, October through May. Dusty’s, 1739 Souta 

Rrownles Street, Corpus Christi, Texas 
Oxtanoma City ACADEMY oF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. C. W. McClure 
Secretary: Dr. Richard A. Clay, 416 Northwest 13th Street, Oklahoma City, Okla. 
Time and Place: First Tuesday of each month. University Hospital, 800 Northeast 13th Street, Okla- 
homa City 
Omana ann Counci, Biurrs OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SOCIETY 

President: Dr. Thomas T. Smith 
Secretary-Treasurer: Dr. G. T. Alliband, 1020 Medical Arts Building, Omaha, Neb. 
Time and Place: Dinner meeting third Wednesday monthly, October to May. Omaha Club 

County Meprcat Society, Eye Section 
Chairman: Dr. Alfred Cowan 
Secretary: Dr. John W. Deichler, 301 South 21st Street, Philadelphia 3, Pa. 
Time: First Thursday of each month, November through April 

PHILADELPHIA LARYNGOLOGICAL Society 

President: Dr. Thomas Furlong, Jr. 
Secretary: Dr. John J. O’Keefe, 255 South 17th Street, Philadelphia 3, Pa. 


Pittsuurcu AcapeMy OF MeDICINE 
President: Dr. John S. Plumer 
Secretary: Dr. Samuel D. Evans, 1501-2 Park Building. Pittsburgh 22, Pa. 
Time and Place: 8:00 p.m., fourth Monday of each month, October through May. Pittsburgh Academy, 
322 North Craig Street 


President: Dr. Daniel S. DeStio 
Secretary: Dr. George C. Schein, 634 Washington Road, Pittsburgh, Pa. 
Time and Place: Bimonthly 
Pucet Sounp AcapEMy OF OPHTHALMOLOGY AND Oto-LarRYNGOLOGY 
President: Dr. John F. Tolan 


Secretary-Treasurer: Dr. Willard F. Goff, 432 Stimson Building, 1215 Fourth Avenue, Seattle 1, Wash. 
Time and Place: Third Tuesday of each month. Medical-Dental Building, Seattle 


Reapinc Eye, Ear, Nose anp Turoat Society 


PittseurGH OToLoGicaL Soctety 


President: Dr. Roy Deck 
Secretary: Dr. Benjamin F. Souders, 143 North Sixth Street, Reading, Pa. 
Time and Place: Third Wednesday of each month, September to July (dinner meetings). Wyomissing Club 
RicuMonp, Vircinia, Eye, Ear, Nose anp Turoat Society 
President: Dr. Edwin D. Vaughan 
Secretary-Treasurer: Dr. Charles N. Romaine, 1001 West Franklin Street, Richmond 20, Va. 
Time and Place: First Tuesday of January, March, May and October. Commonwealth Club 
St. Louris County Mepicat Society, Section on Eye, Ear, Nose ann Turoat 
Chairman: Dr. Anderson C. Hilding 
Secretary: !r. James P. Tetlie, 626 Medical Arts Building, Duluth, Minn. 
Time and Pla<: 6:00 to 8:00 p.m., preceding the monthly St. Louis County Medical Society meeting 
St. Mary’s Hospital, Duluth 
Society 
President: Dr. J. M. Keller 
Secretary: Dr. Benjamin Milder, 539 North Grand Avenue, St. Louis 3, Mo. 
Time and Place: 8:00 Pe fourth Friday of each month, October through April, except December. Elliott 
Auditorium, McMillan Hospital 
San Francisco County Mepicat Society, Section on Eye, Ear, Nose anp THROAT 
Chairman: Dr. W. E. Borley, 655 Sutter Street, San Francisco, Calif. 
Secretary: None 
Time and Place: Fourth Tuesday of each month, except July, August and December. San Francisco 
County Medical Society Building 
Spokane ACAvEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Phil Greene 
Secretary: Dr. Cornelius E. Hagan, Jr., 508 Old National Bank Building, Spokane, Wash. 
Time Fourth Tuesday each month, September through May. Paulsen Medical and Dental 
uilding 
Superior Carirornia Eve Crus 
President: Dr. Theodore Holstein, 523 Medico-Dental Building, Sacramento 14, Calif. 
Secretary: Dr. John Berg 
Time: Every third Thursday, eight months of the year 
Toronto AcapEMyY oF Mepicine, Section oF OPHTHALMOLOGY 
Chairman: Dr. A. Lloyd Morgan 
Secretary: Dr. Joseph C. Hill, 174 St. George Street, Toronto 5, Ontario, Canada 
Time and Place: Second Monday night November, January, February and March. Academy Medi- 
cine, Toronto 
Wasuincton, D. C. Society 
President: Dr. Thomas A. Egan 
Secretary-Treasurer: Dr. Joseph Dessoff, 1726 Eye Street Northwest, No. 813, Washington, D. C. 
Time: January 8, 1951, May 7, 1951, joint meeting with the Baltimore Ophthalmological Society in 
March 1951 
President: Dr. C. E. Imbrie 
Secretary-Treasurer: Dr. F. E. Murdock, 28% West Scribner Avenue, DuBois, Pa. 
Time: Biannually. Third Thursdays May and October 


Wi kes-Barre Society 
President: Dr. Vincent Gallizzi 
Secretary: Dr. Samuel T. Buckman, 70 South Franklin Street, Wilkes-Barre, Pa. 
Time and Place: Last Tuesday of each month, October through May, except December. Luzerne County 
Medical Society Library, 130 South Franklin Street 
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HEARING AIDS ACCEPTED THE 
COUNCIL PHYSICAL MEDICINE AND REHABILITATION 
THE AMERICAN MEDICAL ASSOCIATION 


1 


\s of February 1, 1951 


Aurex Model 1} 

Aurex Model H 

Mfr. AUREX CORP. 
1117 N. Franklin St 
Chicago 10 


Beltone Mono-Pac 

Beltone Harmony Mono-Pac 

Beltone Symphonette 

Beltone Mono-Pac Model M 

Mfr. BELTONE HEARING AID CO 
1450 W. Nineteenth St. 
Chicago 8 


Cleartone Model 500 

Cleartone Regency Model 

Mfr. AMERICAN SOUND PRODUCTS, INC. 
2454 S. Michigan Ave. 
Chicago 16 


Dysonic Model No. 1 

Mfr. DYNAMIC HEARING AIDS, INC. 
1042 Atlantic Ave. 
Brooklyn 16 


Electroear Model C 

Mfr. AMERICAN EARPHONE CO., INC. 
10 E. Forty-third St. 
New York 17 


Gem Model V-35 

Gem Model V-60 

Mfr. THE GEM EAR PHONE CO., INC. 
50 West Twenty-ninth St. 
New York 1 


Maico Atomeer 
Maico UE Atomeer 
Maico Quiet Ear Models G & H 
Mir. THE MAICO CO., INC. 
21 N. Third St. 
Minneapolis 1 


Mears Aurophone Mode! 200 
1947-Mears Aurophone Model 98 


Mfr. MEARS RADIO HEARING DEVICE CORI 
1 W. Thirty-fourth St. 
New York 1 


Micronic Model 101 (Magnetic Receiver) 
Micronic Model 303 
Mfr. MICRONIC CO. 

727 Atlantic Ave. 

Boston 11 


Microtone T-3 Audiomatic 
Microtone T-4+ Audiomatic 
Microtone T-5 Audiomatic 
Microtone Classic Model T9 
Microtone Model 45 
Mfr. MICROTONE CO. 
Ford Parkway on Mississippi 
St. Paul 1 


National Cub Model (C) 
National Standard Model (1 
National Star Model (S) 
National Ultrathin Model 504 
National Vanity Model 506 
Mfr. NATIONAL HEARING AID 
TORIES 
815 S. Hill St. 
Los Angeles 14 


Otarion Model E-1 
Otarion Model E-1S 
Otarion Model E-2 
Otarion Model E-4 


Otarion Models F-1 & F-2 

Mfr. OTARION, INC. 
159 N. Dearborn St. 
Chicago 1 


Paravox Models VH and VI. (Standard) 
Paravox Model XT (Extra-Thi 
Paravox Model XTS_ (Extra-Thin) 
Paravox Model Y (YM, YC & YC7 
PARAVOX, INC. 

2056 E. Fourth St. 

Cleveland 15 


(Very small) 


Radioear Permo-Magnetic Multipower 
Radioear Permo-Magnetic Uniphone 
Radioear All-Magnetic Model 55 
Radioear Model 62 Starlet 
Mfr. E. A. MYERS & SONS 
306-308 Beverly Road 
Mt. Lebanon 
Pittsburgh 16 


Silver Micronic (Magnetic and Crystal) 
Models 202M & 202C 
Mfr. MICRONIC CO, 


727 Atlantic Ave. 
Boston 11 


Silvertone Model 103BM 

Mfr. NATIONAL HEARING AID 
TORIES 
815 S. Hill St. 
Los Angeles 14 

Distr: SEARS ROEBUCK & CO. 
925 S. Homan Ave. 
Chicago 7 


LABORA 


Silvertone Model M-35 
Mfr. MICRONIC CO. 
727 Atlantic Ave. 
Boston 11 
Distr: SEARS, ROEBUCK & CO. 
125 S. Homan Ave. 
Chicago 7 


Silvertone Model P-15 

Mfr. W. E. JOHNSTON MFG. CO. 
708 Fortieth St. 
Minneapolis & 
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Distr: SEARS, ROEBUCK CO. 


925 S. Homan Ave. Tonemaster Mode! Royal 
Chicago Mfr. TONEMASTER, INC. 
400 S. Washington St. 
Solo-Pak Model 99 Peoria 2, Ill. 
Mfr. SOLO-PAK ELECTRONICS CORP. 
Linden St. Trimm Vacuum Tube Model 300 
Reading, Mass. Mfr. TRIMM DISTRIBUTORS. INC. 
400 Lake St. 
Sonotone 600 (P.O. Box 489) 
Sonotone Model 700 Libertyville, 
Sonotone Model 900 
Sonotone Models 910 & 920 Unex Model A 
Sonotone Model 925 Unex Midget Model 95 
SONOTONE CORP. Midget Model 110 
Elmsford, Mfr. NICHOLS CLARK 
Hathorne, Mass. 
Super-Fonic Hearing Aid 
Mfr. AMERICAN SOUND PRODUCTS, INC. Vacolite Model 
2454 S. Michigan Ave. Mfr. VACOLITE CO. 
Chicago 16 3003 N. Henderson St. 
Dallas 6 
Televox Model E 
Mfr. TELEVOX MFG. CO. Western Electric Model 
1307 Sansom St. Western Electric Model 
Philadelphia Western Electric Models 
Mfr. WESTERN ELECTRIC CO., INC. 
Telex Model 120 Broadway 
Telex Model 97 New York 5 
Telex Model 99 
Telex Model 200 Zenith Model 75 
Telex Model 1700 Zenith Miniature 75 
Mfr. TELEX, INC. Mfr. ZENITH RADIO CORP. 
Telex Park 6001 Dickens Ave. 
Minneapolis 1 Chicago 39 


All the accepted hearing devices have vacuum tubes. Accepted hearing aids more than five years old 
have been omitted from this list for brevity. 


TABLE HEARING AIDS 


Aurex (Semi-Portable) Precision Table Hearing Aid 

Mfr. AUREX CORP. Mfr. PRECISION ELECTRONICS CO. 
1117 N. Franklin St. 5157 W. Grand Ave. 
Chicago 10 Chicago 39 


Sonotone Professional Table Set Model 50 


Mfr. SONOTONE CORP. 
Elmsford, N. Y. 
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THE AMERICAN ACADEMY 
OPHTHALMOLOGY AND OTOLARYNGOLOGY 


takes pleasure announcing 


the new motion picture film 


THE EMBRYOLOGY THE EYE 


Based material made available 
The Carnegie Institution Washington, 
this mm. film sound and color meets long-felt need 


the teaching ophthalmology. 


Per Print $250.00 


Available one reel two parts two reels 


Send order with remittance 


BENEDICT, M.D. 
100 First Avenue Building 


Rochester, Minnesota 
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Literature request. 


Constituents: 


Clinical studies concerned with the use 
Glycerite Hydrogen Peroxide the treatment 
chronic purulent otitis media demonstrated seventeen 
twenty-nine patients complete remission 
days and the remainder the 38th day. The pa- 
tients studied presented conditions existent for pe- 
riods weeks over years. Previous treat- 
ment the usual therapeutic means, including 
tyrothricin penicillin, was ineffective all 
cases. 


Hydrogen Peroxide 1.446%, Urea (Carbamide) 2.554%, 8-Hydroxyquinoline 0.1%. 
Dissolved and stabilized substantially anhydrous glycerol...q.s. ad. 


Available prescription one-ounce bottle with dropper. 
Administration: One-half dropperful two four times daily. 


PHARMACEUTICAL CORPORATION 


132 NEWBURY STREET, BOSTON 16, MASSACHUSETTS 


: 


